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Introduction to the Portfolio
This portfolio represents a selection of work carried out in partial fulfilment of the 
PsychD in Psychotherapeutic and Counselling Psychology at the University of 
Surrey. It consists of three dossiers representing the core areas of training: 
Academic, Therapeutic Practice and Research. In this section I will comment upon 
the interaction between the academic pieces, my clinical experiences and my 
research endeavours and my personal development as a counselling psychologist 
throughout the three years of training.
However, I shall start by introducing myself and reflecting upon the reasons behind 
my decision to train. I migrated to the UK from Iran in 1990. Having settled in this 
country, I started working as an interpreter for a large NHS hospital in London. My 
interest in working as a psychologist stemmed from my exposure to ethnic minority 
clients (mainly asylum seekers). Some of these clients had already been mental 
health service users owing to the stress of acculturation and adjustment to the host 
culture, and/or their traumatic experiences as refugees, including experiences of 
torture and war, loss and grief in their homelands. For some of these individuals 
our meetings, though brief, seemed to have provided them with the opportunity to 
talk about their long and agonising journeys to ‘freedom’. I realise that my 
listening to these clients’ stories and empathising with them provided them with a 
safe space in which to share their feelings, which helped to validate their traumatic 
experiences and their feelings of anger and loss. Nevertheless, at times, desperately 
wanting to help these individuals, I felt frustrated with myself for not having the 
relevant psychological knowledge and therapeutic skills to alleviate their distress. 
As a result, I completed an undergraduate degree in psychology at a London 
university, which was followed by the BPS Diploma in counselling psychology. 
To build on my psychotherapeutic knowledge and skills I subsequently joined the 
Doctorate course at the University of Surrey.
Throughout the eight consecutive years I spent studying psychology, alongside 
working with clients from the majority culture, I continued working with ethnic 
minority clients in various capacities. I was a voluntary worker befriending ethnic
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minority clients at a Community Mental Health Resource Centre, a cofacilitator of 
an ethnic minority group of women recovering from depression and anxiety 
disorders, a trainee counsellor, and a trainee counselling psychologist. My interest 
in working with this client group and bringing the psychological and therapeutic 
needs of this population to the fore developed further across the three years and the 
three main areas, of my doctoral training. This brought about my personal 
commitment to integrating theory, practice and research, which is explored further 
in my final clinical paper entitled “A personal account of integrating theory, 
research and practice.”
The Academic Dossier contains two essays1. The first presents various theories of 
acculturation, and discusses the psychological impact of acculturative stress among 
ethnic minority groups. This essay also looks at the role that counselling 
psychology might play in alleviating the stress of acculturation among these groups. 
This essay is a reflection of firstly my own personal experience as an ethnic 
minority living in the majority culture undergoing the process of acculturation, and 
secondly my clinical experience in working with ethnic minority clients whose 
mental health had been affected by acculturative stress.
Forming an empathic therapeutic relationship has always been the focus of my 
therapeutic work with clients. This emphasis can be seen in my second essay, in 
the Academic Dossier, which discusses Heinz Kohut’s concept of empathy. This 
essay considers how Kohut revolutionised the field of psychoanalysis by 
incorporating humanism and by emphasising empathic immersion as the primary 
tool for understanding each client’s inner world and subjective experience, to 
promote therapeutic change. I view empathic understanding as the basic ingredient 
of successful therapy, and therefore believe it should form the foundation of any 
therapeutic relationship regardless of the therapist’s orientation. The importance of 
empathy is reflected in my therapeutic practice (see my final clinical paper and 
process report presented in the attachment to this portfolio) and my research.
1 Since I had obtained part 1 of the BPS Diploma in Counselling Psychology prior to joining the 
course at Surrey, I was required to include in this portfolio only two essays of the written four.
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The Research Dossier contains a literature review and two pieces of empirical 
research exploring the effects of ethnic similarity between the clients and the 
therapist on therapeutic process and outcome. My literature review for the first 
year emerged from my clinical experience and my exposure to ethnically similar 
clients. I feel that ethnic similarity between myself and my clients often eases the 
establishment of rapport, facilitates empathic understanding and strengthens the 
therapeutic bond. This, combined with the findings of my review, which indicated 
an ethnic similarity effect, prompted my year two qualitative research project.
In order to get a sense of what ethnic minority clients residing in the UK think and 
feel about ethnic matching between them and their therapists, I interviewed 12 
ethnic-minority clients who had been exposed to ethnically matched therapists. The 
themes that emerged from the interviews suggested that although perceived 
facilitative conditions (acceptance, respect, empathic understanding) influenced the
s.
therapeutic process and outcome, ethnic matching was reported to be the most 
influential aspect of the therapeutic relationship. The findings of this piece of 
research resonate with my own feelings and observations regarding the impact of 
ethnic similarity between therapist and client on the process and outcome of 
therapy.
My final piece of research was a quantitative study that aimed to expand on my 
previous year’s research by recruiting a larger and more representative sample and 
adding a control group. This study also aimed to explore the effects of intervening 
variables such as age, gender, pre-therapy distress level and length of therapy that 
may interact with ethnicity to influence therapeutic process and outcome. Ethnic 
match was found to be the sole predictor of therapeutic process and a significant 
predictor of therapeutic outcome. Pre-therapy distress level was also found to be a 
significant predictor of therapeutic outcome. The findings of my three years’ 
research have important implications for counselling psychology training and 
practice, and these are fully discussed in the Research Dossier.
Personal development and self reflection are viewed as key components of 
counselling psychology. Reflecting on my personal and professional development 
during the early phase of my training, I often challenged myself as to whether I had
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enough theoretical knowledge and therapeutic skill, and whether I was doing 
enough for my clients. Through personal therapy and supervision I also became 
aware of my rigidity and intolerance for the ‘unknown’ on both a personal and a 
professional level. Furthermore, I became familiar with the notions of ‘good 
enough’ therapist as opposed to ‘perfect’ therapist, and ‘being with’ clients rather 
than ‘doing to’ them. Through self reflection I grew to accept my shortcomings and 
underdeveloped areas as a beginner practitioner. The process enabled me to 
abandon some of my old ways of being and relating, and provided the opportunity 
for new learning. It further taught me that I must not only learn theories and 
techniques, but I must also trust and rely on my human qualities. Such awareness 
helped reduce my anxiety and increase my confidence, on both a personal and a 
professional level.
One of the strengths of counselling psychology is that it does not separate the 
psychologist from the research-or therapeutic process-rather it encourages him or 
her to acknowledge their role in these processes, and to reflect upon them. Thus, I 
am acutely aware that my research and clinical interests have been influenced by 
both my personal and professional experiences. As an ethnic practitioner I have 
had experiences and reached understandings that may not have been open to me if I 
were from the majority White culture. My socio-cultural perspective has clearly 
played an important part in my professional development.
I believe that development as a practitioner is a continuous process and that my 
passion and commitment for the work, my personal experiences and professional 
training have all prepared me for this developmental journey.
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Academic Dossier
Introduction to the Academic Dossier
The Academic Dossier consists of two academic papers that were submitted during 
the course. The first paper was submitted in the first year of the course as part of 
the module addressing ‘Lifespan Development’. This discusses the psychological 
impact of acculturative stress among ethnic minority groups and the role of 
counselling psychology in alleviating the stress of acculturation among these 
groups. The subsequent paper, submitted in the second year, was taken from the 
module covering ‘Advanced Theory and Therapy’. This discusses Heinz Kohut’s 
concept of empathy.
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Discuss th e  P sy c h o l o g ic a l  Im pa c t  o f  A c c u l t u r a t iv e  Str ess  
a m o n g  Et h n ic  M in o r it y  G r o u ps . W h a t  R o l e , If  A n y , M ig h t  
C o u n se l l in g  P sy c h o l o g y  Pl a y  in  A l l e v ia t in g  t h e  St r ess  of 
A c c u lt u r a tio n  a m o n g  t h e se  G r o u ps
Introduction
This essay looks at the impact of acculturation on the mental health and 
developmental state of individuals during migration. It will begin with an attempt 
to define the terms ‘acculturation’ and ‘human development’ before moving on to 
look at the process of acculturation and its tasks. Following this, psychological 
reactions to cultural transition will be discussed utilising various empirical studies, 
literature reviews, theoretical papers and books. Finally, it will look at the role of 
counselling psychology in alleviating the stress of acculturation among ethnic 
minority groups.
As a result of recent global migration, the concept of acculturative stress has 
attracted considerable attention in the field of applied and cross-cultural 
psychology. Cross-cultural psychology has demonstrated important links between 
cultural context and individual behavioural and psychological development (Berry, 
1997). Given this relationship, what happens to individuals who have developed in 
one cultural context when they try to live in a new cultural context? If culture is 
such an important factor in shaping behaviour, do individuals continue to behave in 
the host culture as they did in their traditional culture, do they change their 
behavioural patterns and adopt the host culture, or is there some complex pattern of 
continuity and change in how individuals lead their lives in the host culture? Cross- 
cultural psychology favours the third alternative (Berry, 1997).
Definitions and Models of Acculturation
The concept of acculturation is used to refer to the changes that groups and 
individuals undergo when they come into contact with another culture (Berry, 
1980). Group-level acculturation involves a variety of changes, such as social, 
cultural, economic, technological, and political transformations (Redfield, Linton,
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& Herskovits, 1936). Individual-level acculturation (referred to as “psychological 
acculturation” by Graves, 1967) entails changes in behaviour values, attitudes, and 
identity undergone by an individual during the acculturation process.
Introducing a developmental perspective, Schonpflug (1997) views acculturation as 
a migration-induced process of individual development in various developmental 
domains including personality, cognition and social behaviour or relations. 
Gardiner, Mutter and Kosmitzki (1998) defined the term ‘human development’ as 
changes in physical, psychological and social behaviour as experienced by 
individuals from their conception to their death. Hence, there is an overlap between 
the changes associated with the process of acculturation and development.
Several models of acculturation have been suggested to explain this process. These 
include Szapocznick, Scopetta, Kurtines and Aranalde’s (1978) psychosocial 
model, Berry’s (1980) bidimensional model, and Buriel, Calzada and Vasquez’s 
(1982) bicultural model. According to Szapocznick et al.’s (1978) psychosocial 
model of acculturation, the process of acculturation involves modification of the 
individual’s customs, habits, language usage, lifestyle and values and is dependent 
on the age and sex of the individual, as well as the duration of exposure to the host 
culture. Berry’s bidimensional model of acculturation distinguishes between four 
modes of acculturation: assimilation, integration, separation, and marginalisation. 
Assimilation is when the original cultural identity is rejected and only participation 
in the host culture is accepted. Integration is achieved when the original cultural 
identity is retained and participation in the larger society is accepted. Separation 
results when the original cultural identity is maintained and participation in the 
majority culture is rejected. Marginalisation results from rejection of both the 
original and the host culture.
Buriel et al.’s bicultural model of acculturation proposes that sharing elements of 
each culture allows the individual to function in both, and experience less 
psychological stress. This position opposes Szapocznick, Kurtines, and 
Fernandez’s (1980) melting pot hypothesis, which suggests that the more an 
individual adheres to his or her native culture, the more problems he or she will 
experience in adjustment.
Psychological Impact of Acculturative Stress
Jalali (1988) states that in conditions of rapid social change, such as immigration, it 
is the task of the individual to absorb the new experiences and concepts and make 
them continuous or congruous with those that were previously internalised. 
Psychological reactions are a consequence of the confrontation between previously 
internalised norms and a set of new concepts and experiences. Thus, the process of 
acculturation and its tasks may lead to increased psychological stress. These tasks 
include making the cultural adjustment and integrating one’s ethnic identity into a 
new culture; adopting new value systems and social identity that may contradict the 
previous value system; developing self-identity (this task is more difficult for the 
adolescent, who must identify with two distinct cultural groups simultaneously); 
encountering prejudice and discrimination, perhaps for the first time; and adopting 
a marginal mode of acculturation.
In the concept of acculturative stress (popularly known as “culture shock”, 
Fumham & Boschner, 1986), the stressors are identified as originating from the 
process of acculturation, often resulting in a specific set of stress behaviours that 
include depression, anxiety, identity confusion, feelings of marginality and 
alienation and heightened psychosomatic symptoms (Williams & Berry, 1991). 
Berry and Kim (1988) and Williams and Berry (1991) present a conceptual 
framework for understanding acculturative stress that identifies cultural and 
psychosocial factors governing the relationship between acculturation and stress. 
These include a) the mode of acculturation (integration, assimilation, separation, 
marginalisation), b) the phase of acculturation (open contact, conflict, crisis, 
adaptation), c) the nature of the larger society (multicultural versus assimilationist, 
levels of prejudice and discrimination), d) the characteristics of the acculturating 
group (age, status, social support), and e) characteristics of acculturating 
individuals (appraisal, coping, attitudes).
Acculturative stress has frequently been linked with various social and 
psychological problems in children and adolescents, including family conflict and 
disruption, identity confusion, psychosomatic complaints and antisocial behaviours 
(Szapocznick, Scopetta, Kurtines & Aranalde, 1978; Nguyne, 1996). Lack of
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interest in school, difficulty in concentrating, low academic functioning, truancy, 
school dropouts, juvenile delinquency and youth gang activity have been found to 
be prevalent in communities with large Southeast Asian-American populations 
(Liu, 1995).
Differences in the style and rate of acculturation between parents and their children 
have been identified as sources of conflict in immigrant families. Research on 
Hispanic immigrants from the 1970s-1990s (Szapozcnick, Scopetta & King, 1978, 
Szapozcnick & Truss, 1978; Sluzki, 1979; Szapozcnick & Kurtines, 1980; Monroe- 
Blum, Boyle, Offord & Kates, 1989; Smart & Smart, 1995; Pawliuk, Grizenko, 
Chan-Yip, Gantous & Nguyen, 1996) found that adolescent children of Hispanic 
immigrants acculturated more rapidly than older family members, and the 
intergenerational acculturation difference became the focus of conflicts that caused 
maladjustment in both parents and children. In families with the widest 
acculturation gaps, the highly acculturated youngsters tended to exhibit more 
antisocial behaviour and drug use than their less acculturated peers. Whereas their 
mothers, who acculturated at the slowest rate, tended to experience difficulty with 
child-rearing, report serious parent-child conflicts, manifest neurotic syndromes, 
and abuse prescription drugs such as tranquillisers and sedatives.
Similarly, in their review of literature from the periods 1930-1939, 1960-1969 and 
1990-1999, Garcia, Akerman, and Cicchetti (2000), study the role of culture in 
developmental processes and outcomes and its implications in the understanding of 
developmental psychopathology. They conclude that the process of acculturation 
and change is stressful and disruptive and therefore a possible cause of 
developmental deviations and psychopathology.
Acculturative stress has been found to be a strong predictor of psychiatric disorder 
in adolescents. A great deal of research has linked this phenomenon to depression 
and suicide (Hoberman & Garfinkel, 1988), depression and suicidal ideation 
(Hovey & King, 1996; Hovey, 1998), conduct disorder (Apter, Bleich, Plutchik, 
Mendelson & Tyano, 1988), depression, anxiety and post-traumatic stress disorder 
(Bagheri, 1992; Matteson, 1993) and anger and aggression (Myers, McCauley, 
Calderon, Mitchell, Burke & Schloredt, 1991).
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Role of the Counselling Psychologist as Cultural Mediator
The basic process underlying acculturation involves the reorganisation of the 
developing individual in terms of ethnic or social identity, personality, cognitions 
and social behaviours (Schonpflug, 1997). The reorganisational process can be 
demanding and stressful for immigrants. What role can counselling psychology 
play in alleviating the stress of acculturation among these groups and what 
challenges might counselling psychologists face during this process?
The most commonly practised form of counselling and psychotherapy in Western 
culture (traditional insight-oriented psychotherapy, including psychodynamic, 
humanistic and gestalt) promotes the concepts of individualism, self-efficacy and 
self-actualisation (Dwairy, 1998). In addition, many influential theorists in 
developmental psychology believe that individuation is an essential process in the 
normal development of a child (Erikson, 1963), and the failure to achieve it is 
viewed not only as incomplete development, but a form of pathology. However, 
Eastern cultures do not subscribe to the same beliefs. Instead, individuals in these 
cultures adopt a collective identity, in which the individual is seen as secondary to 
the group. Attempts to individuate from this group identity are discouraged and can 
also be viewed as deviant behaviour (Dwairy, 1998). Thus, it would seem that 
Western psychology and psychotherapy contain elements of theory and technique 
that make them unsuitable for work with a traditional ethnic-minority client who is 
experiencing acculturative stress. Therefore, counselling psychologists should be 
aware of potential differences in values and cultural dictates between the host-and 
the traditional cultures. They should also be aware of how Western counselling and 
psychotherapy interventions/techniques may clash with their clients’ cultural 
values, to avoid conflict and tension in the therapeutic relationship. The challenge 
for counselling psychology is to develop and/or modify existing psychological 
theories and counselling and psychotherapy models and techniques to incorporate - 
factors such as acculturation, acculturative stress, and adaptation.
In the absence of such theories and techniques, how does a Western therapist enter 
the ‘world’ of an ethnic minority client who adopts the separation or the 
marginalisation modes of acculturation that have been associated with high levels
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of acculturative stress (Berry, Kim, Minde & Mok, 1987)? To remedy this decifit, 
Smart and Smart (1995) consider it necessary to train and recruit ethnic minority 
counselling psychologists and develop ethnic minority psychological and 
therapeutic services. It is possible that counselling psychologists who are ethnically 
similar to their clients will have undergone the process of acculturation and are 
therefore more likely to understand their clients’ problems, and better able to help 
their clients overcome them. The development of rapport and communication via a 
shared cultural background, a more natural establishment of empathy due to shared 
experiences, and ease of engagement have been associated with ethnically similar 
therapeutic dyads (Bland & Kraft, 1998). However, ethnic counselling 
psychologists are underrepresented in the profession and while this imbalance 
exists, it is crucial to adjust mainstream psychological and therapeutic services so 
that they become more responsive to the needs of ethnic populations. In addition, it 
is essential to design culture-sensitive training programmes for practitioners and 
trainees from the majority culture, and to develop culturally specific approaches 
that take into account cultural and psychosocial factors that moderate the 
relationship between acculturation and stress (Berry & Kim, 1988; Williams & 
Berry, 1991).
Since there are a variety of cultural responses to stress, it is important for 
counselling psychologists to understand the role of culture if they are to meet the 
challenges of acculturative stress. To serve the ethnic-minority client effectively, 
counselling psychologists should have an understanding of the individual’s 
sociocultural context, level of acculturation and acculturation style. Counselling 
psychologists should apply relevant psychological interventions on various levels 
of the system that comprises the individual, the family and the school to help 
reduce the stress of acculturation. A key psychological concept in dealing with 
acculturative stressors is that of coping (Taft, 1977). At the individual level, 
counselling psychologists should focus on interventions aimed at helping the 
acculturating individual a) develop adaptive and healthy coping strategies, b) learn 
stress-management techniques, assertiveness and social skills, and c) link the 
individual to ethnic organisations and groups in order to reduce the stress of 
acculturation and smooth the transition.
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At the family level, counselling psychologists are often confronted with the clash of 
two cultures and two generations with problems in acculturation. Thus, they should 
have a thorough understanding of the family’s culture, be able to identify the 
cultural/ethnic element in the conflict, and pay attention to the impact of cultural 
conflicts such as identity problems, intergenerational and gender-role conflicts 
(caused by differential rates of acculturation). In addition, counselling 
psychologists should encourage the family to become familiar with the host culture 
(including its language), to establish contact with people from the same culture who 
have resided longer in the host culture, and to ensure communication. Through 
heightened awareness and understanding of cultural contexts, counselling 
psychologists can do much to meet the challenges of acculturative stress at the 
family level.
One of the most critical contexts in which acculturation takes place for the children 
of immigrants is school. Unfortunately, school has been known to undermine the 
integrity and value of the immigrant’s traditional culture. Teachers have been 
regarded as the prime generators of acculturative stress by virtue of their conscious 
and unconscious assimilationist attitudes, thereby contributing to parent-child 
conflicts (Dyal and Dyal, 1981). The role of a counselling psychologist in this 
context is to identify the acculturative stressors and the coping responses of the 
acculturating child in cultural conflicts between home and school. This will help 
the parent cope better with the generation conflicts caused by different rates of 
acculturation, and assist the child in learning to cope more effectively with 
classroom stressors-reducing his or her school anxiety and increasing his/her self­
esteem.
Furthermore, it is a moral obligation of counselling psychology to raise society’s 
awareness with regard to issues such as racism, prejudice and discrimination, and 
their impact on the mental health of these groups.
Conclusion
To date, a great deal of research has linked the stress of acculturation to various 
psychological and psychiatric disorders among immigrants. Enough information is 
now available about the impact of acculturative stress on the mental health and
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development of ethnic minority groups. Counselling psychology undoubtedly has a 
major role in reducing the stress of acculturation among these groups. However, 
the challenge for the counselling psychology profession is to develop and/or modify 
existing psychological theories and models of therapy to be more suited to the 
needs of culturally different clients-to help these groups make a successful 
transition to the new culture. The need to address seriously the issues raised in this 
essay is increasing, as global migration and multiculturalism is rapidly changing the 
structure of Western societies. The findings reported and the issues raised require 
the urgent consideration of those responsible for managing acculturation in Western 
countries.
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Discuss a n  A spe c t  o f  th e  T h e r a pe u tic  R e l a t io n sh ip  in  
R e l a t io n  to  P sy c h o a n a l y tic  Id eas
K o h u t ’s C o n c e pt  o f  E m pa t h y
Introduction
Empathy is a central concept within the domain of psychotherapy and the capacity 
for empathy is considered an essential prerequisite for therapists, regardless of their 
orientation. However, its nature and degree differentiates the various schools of 
therapy. For instance, the humanistic paradigm views the core therapeutic 
conditions including empathy, as being necessary and sufficient to produce 
optimum therapeutic change and personal development (Rogers, 1957). Cognitive- 
behaviour therapy, which is often perceived as a highly technical form of therapy, 
has also emphasised the importance of a warm, empathic therapeutic relationship 
(Beck, Wright, Newman & Liese, 1993). Beck et al. argue that the efficacy of 
cognitive and behavioural techniques is dependent, to a large degree, on the 
therapeutic relationship and the therapist’s warmth and accurate empathy. In the 
psychoanalytic tradition, the concept of empathy is usually associated with the 
work of Heinz Kohut and his model of self-psychology, and has spread to other 
sections of the psychoanalytic community (Clarkson, 1995). Empathy is a major 
construct of self-psychology, and is viewed as the primary intervention in treating 
clients’ distress (Kohut, 1971). Walker and Alligood (2001) maintain that 
treatment within Kohutian psychoanalysis is a process of applying empathy to gain 
insight into the client’s world and to uncover unconscious conflict.
It is this latter group’s view, the self-psychology paradigm on empathy, that will be 
the basis of this paper. This paper will begin with an attempt to define the term 
empathy, discussing its origin in general culture and in the tradition of 
psychoanalysis before moving on to look at Kohut’s developmental model of self 
psychology and the role of empathy within this model. Finally, therapeutic 
application of empathy from a self-psychology perspective, a derivation of 
traditional Freudian pscyhoanalysis, will be considered.
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Definition and Origins of Empathy
The Oxford English Dictionary defines empathy as the “the power of entering into 
the experience of or understanding objects or emotions outside ourselves”. The 
term first appeared in the supplement to the Oxford English Dictionary in 1903, as 
the English equivalent of the German Einfuhlung, “to feel into” or “to feel within”. 
The concept had been originally used by Lipps (1903) in his work Aesthetic to 
describe the capacity for aesthetic appreciation. For Lipps, empathy is a mode of 
inner imitation. Lipps defined empathy as a process of projection and identification 
with an object of art (Sharma, 1992). According to Lipps, when empathising with a 
work of art, the observer physically imitates the object and projects him/herself into 
it. Lipps later extended empathy to the domain of interpersonal understanding 
(Katz, 1963).
Freud’s contribution to the concept of empathy can be traced back to his interest in 
Lipps’ work. Lipps’ influence is reflected in Freud’s work on the unconscious 
(Freud, 1905) and on group psychology and analysis (Freud, 1921), the latter of 
which regarded empathy as an essential therapeutic modality. At the time of 
formulating his ideas on psychoanalytic technique, Freud is said to have had close 
contacts with two influential figures in the field of empathy, Fliess and Ferenczi, 
who at the time were disputing Freud’s (1915) rule o f abstinence (Sharma, 1992). 
In addition, Freud’s notion of evenly suspended attention (Freud, 1912), which was 
thought to facilitate free association, was taken further and used by Fliess and 
Ferenczi in their work on empathy. The fact that their therapeutic orientation was 
markedly different to that of Freud’s seemed to bother Freud, who wrote to 
Ferenczi and cautioned him on the appropriateness of his extrapolation (Ferenczi, 
1909). Ferenczi and Fliess were later rejected by the traditional school because of 
their theories of technique on empathy, which differed from Freud’s theory of 
technique (Sharma, 1992).
Freud viewed empathy as a particular kind of communication that plays the largest 
part in our understanding of what is inherently foreign, to our ego (Freud, 1921). 
Due to its popular usage in aesthetic culture, Freud preferred to avoid the term 
empathy to prevent confusion, and possibly contamination, with the non-scientific 
terminology of aesthetics (Agosta, 1985). It would seem that within the
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psychoanalytic tradition, the concept of empathy-like the notion of counter- 
transference-was deemed unscientific and a hindrance that might compromise the 
basic rule of neutrality (Hartmann, 1927; Reik, 1948). Hence, it was relegated to 
the background by the establishment, to survive scientific scrutiny (Sharma, 1992). 
The notion of empathy has been equated with concepts such as counter-transference 
(Arlow, 1963; Berger, 1987) projection and projective identification (Basch, 1983; 
Berger, 1987; Tansey and Burke, 1985). Berger (1987) argues that in the 
traditional view, empathy is perceived as the “inevitable outcome of free-floating 
attention” (p. 19), thus, its therapeutic application has been ignored. Reik (1948) 
states that the word empathy “sometimes means one thing, sometimes another, until 
it does not mean anything at a ll” (p.357). Almost four decades later, Basch (1983) 
asserts that psychoanalysts are still unsure about whether to regard empathy as a 
tool, a skill, a kind of communication, a disposition, or a feeling. The uncertainty 
and confusion generated around the concept seems to have influenced 
psychoanalytic literature and resulted in the emergence of a variety of terms 
referring to the notion of empathy, including trial identification (Fliess, 1942; 
Casement, 1985), resonance (Weiss, 1950), communicative matching (Masterson, 
1985), empathic attunement (Rowe & Maclsaac, 1989), primary identification 
(Sandler, 1993), and affective attunement (Stem, 1985; Clarkson, 1995).
With the introduction of self-psychology in the Kohut’s (1971), work with 
borderline and narcissistic personality disorders, the concept of empathy has 
received considerable attention and has gained an important profile in the 
psychoanalytic tradition and in the domain of psychotherapy in general. Kohut 
(1977) refers to empathy as vicarious introspection, or the contemplating of how 
one’s inner thoughts and feelings resonate with those of the other person. This he 
believes places the therapist “at an imaginary point inside the psychic organisation 
o f the individual with whom he empathically identifies” (Kohut, 1977, p.219).
The Role of Empathy in Kohut’s Divergence from Traditional Psychoanalysis
Heinz Kohut (1913-1981), the founder of self-psychology, trained in 
psychoanalysis, classical Freudian theory, at the Chicago Institute for 
Psychoanalysis during the 1940s. This was to form the basis of his own model of 
psychoanalysis. Kohut revolutionised the field of psychoanalysis by incorporating
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humanism, and by focusing on the self as the central entity in human development. 
Although it took more than a decade to do so, he eventually broke away from the 
theories of classical psychoanalysis, largely because of his theories of empathy and 
mirroring as psychotherapeutic techniques. As many other theorists-including 
Jung, Reich and Klein-had done in the past when they modified psychoanalysis, his 
theories were not at first accepted in the psychoanalytic community and were the 
subject of much controversy.
Kohut’s divergence from classical psychoanalytic technique can be traced back to 
when he was treating a female client who he thought was resisting his 
interpretations. Kahn (1997) argues that, having tried the traditional technique for a 
while, Kohut started listening more closely to the client. He then realised that the 
client’s demands and resistance were merely her attempt to show him the reality of 
her unhappy childhood. Through a transference relationship, these early memories 
were brought to the surface in therapy. It seemed the client had been brought up by 
a depressed mother who had been chronically unresponsive and unavailable to her. 
In making demands on Kohut, she was merely showing him what that experience 
was like (Kahn, 1997). Kahn further states that, as a result, Kohut became 
concerned with two issues: first, what it was that the client had not received from 
her mother, and second, what he could do to help her. His answers to these two 
questions, Kahn suggests, eventually led to his divergence from classical 
psychoanalysis. The answer to the first question can be found in his developmental 
theory of self-psychology. The answer to the second question can be found in his 
technique of therapy and his emphasis on the use of empathy in the analytic 
process.
While it is beyond the remit of this paper to discuss Kohut’s theory of self in detail, 
it warrants a brief description, since empathy is among its founding principles.
Kohut’s Theory of the Self
The theoretical constructs of self-psychology are based on two articles by Heinz 
Kohut on empathy (Kohut, 1959) and narcissism (Kohut, 1966). Thus, empathy 
and narcissism form the two major constructs of self psychology. Although 
Kohut’s theory of development is firmly grounded within a psychoanalytic context,
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it disagrees fundamentally with Freud’s theory of human development. Kohut 
(1977) finds Freud’s (1923) theory of drive fixation1 too limiting on the basis that it 
takes into consideration only a small proportion of the individual’s personality. 
Kohut suggests that the relationship between the self and its caretakers (or “self­
objects”2) is the primary factor in the individual’s development, and not 
unconscious libidinal (sexual and aggressive) drives, as Freud asserts. Kohut’s 
theory of the self proposes two lines of development. One is the process of 
maturation from narcissism to object-relatedness, which was also described by 
Freud. The other is the eventual establishment of stable mature psychological 
structures or maturation of the self, which in a healthy individual is a life-long 
process. Kohut describes the first stage of infancy as characterised by an inability 
to distinguish self from other, which is followed by a second stage in which the 
child wavers between a sense of integration with the caretaker/mother and a sense 
of separateness from that figure (Berger, 1987).
Unlike Freud (1914), who refers to narcissism as an aggressive instinctual drive 
that seeks gratification and needs to be restrained, Kohut (1951) refers to narcissism 
as the ego’s restorative effort to obtain approval and reassurance from an external 
source. Thus, Kohut has a positive view of narcissism as a developmental 
stage/process that can be reordered and incorporated into the personality if it 
receives the right kind of empathy and mirroring from the external world (e.g., 
parents/caretakers) to modify it. Freud argues that the child grows from a state of 
narcissism to one of object-relatedness, and the more completely this shift is made, 
the healthier the person. However, viewing narcissism as a healthy and necessary 
investment in self-development, Kohut proposes that for a coherent self to emerge,
1 A halt in psychosexual development that Freud considers responsible for the infantilisation of the 
ego.
2 Kohut (1971) distinguishes between self-objects, true objects, psychological structures. He 
believes that self-objects are experienced by the child as part of the self and exist as psychological 
functions and not as true distinct objects. In contrast to a self-object, a true object is psychologically 
separate and distinct from the self. A true object can be “loved and hated by a psyche that has 
separated itself from the archaic objects, has acquired autonomous structures, has accepted the 
independent motivations and responses of others, and has grasped the notion of mutuality” (Kohut, 
1971, p.51). On the other hand, he describes psychological structures as internalisations of the 
soothing tension-regulating and adaptive functions that have been provided by the self-objects. 
These structures continue to perform their psychological functions even in the absence of the self­
object (Siegel, 1996).
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three essential needs must be met: the need to be mirrored, the need to idealise, and 
the need to be like others (Kahn, 1997).
The need to be mirrored, or what Kohut calls the grcmdiose-exhibitionistic need, is 
the need to be accepted and received by the mother through empathic mirroring. 
Kohut (1971) maintains that the caretaker’s/mother’s proper attunement, empathic 
attention, care and mirroring during the first three years of life contribute to the 
child’s healthy narcissism and promote the development of a cohesive sense of self. 
The mother’s empathic mirroring is gradually internalised and forms the basis of a 
healthy self-esteem and self-confidence (Jacoby, 1985).
In Kohut’s view, it is impossible to be the perfect mirror all the time. He asserts 
that a child who has been well mirrored can draw on these internalised experiences 
and provide the mirroring function for themselves in cases of parental failure 
(Kahn, 1997). Kohut refers to these processes as transmuting internalisation, 
through which the child learns to act as its own mirror and as a result gradually 
develops a strong cohesive self. Kohut named his theory of development self­
psychology, defining the self as the central part of the personality, which is made 
up of structures that are slowly built through transmuting internalisation processes 
(Kahn, 1997). Kohut states that the development and maturation of the self occurs 
throughout the life of the individual. He suggests that if the transmuting 
internalisation processes do not occur, the child’s grandiose-exhibitionistic needs 
are traumatically frustrated and repressed. As a result, the individual is likely to 
suffer from feelings of insecurity and worthlessness and low self-esteem (Kahn, 
1997).
The need to idealise is reflected in what Kohut refers to as an idealised parental 
imago. He asserts that it is important that the child believes at least one parent is 
powerful and knowledgable, as a result of which he/she can rely on that source 
while dealing with an external world and internal events that become too chaotic 
and frightening for an immature ego (Kohut, 1971). Again, Kohut acknowledges 
inevitable parental failures and the process of transmuting internalisation, through 
which the child will gradually feel confident and able to cope with the pressures of 
external world and internal conflicts.
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The need to be like others, or the twinship or alter-ego, refers to a need in children 
to feel that they share characteristics with their parents/caretakers and that they are 
like others. This component promotes a sense of belonging in the individual. If 
this need is not adequately met, children are likely to feel that they are strange and 
do not fit in (Kohut, 1984).
If these three needs are met, the child develops a healthy sense of self, with high 
self-esteem and self-confidence. If these three needs are not adequately met, the 
self will develop problems (what Kohut called self-disorders) which will interfere 
with its healthy development (Kahn, 1997).
Empathy in Kohutian Therapy
Kohut (1984) affirms that it is crucial that an adult’s mature narcissistic needs are 
gratified by self-objects who serve as empathic mirrors, idealised imagoes and 
alter-egos. He further asserts that therapy should aim at helping clients to have 
these needs met. Nevertheless, he warns therapists against gratifying clients’ needs 
in therapy, since this may prevent them finding self-objects on their own. Kahn
(1997) assumes that clients experience self-disorder problems because of the lack 
of transmuting internalisation processes-the structures that make up the self. He 
suggests that self-structures can be built in therapy if the therapist is warm and 
empathic. Thus, the goal of therapy should be to encourage the client to build the 
structures that were not built in childhood. In Kohut’s view, just as it is impossible 
for a parent to be caring, supportive and perfect all the time, it is impossible for a 
therapist to function perfectly all the time (Kahn, 1997). For instance, the therapist 
may get sick, go on holiday or be distracted. If these ruptures occur in therapy (not 
too often or too traumatically) and if the therapist acknowledges such failures with 
empathy and without being defensive, gradually new structures are built through 
transmuting internalisations, and added to the self until the original deficits are 
healed or until adequate compensatory structures are established (Kohut, 1984). 
According to Kohut, being empathic as a therapist requires clarity, boundaries, 
maturity, trust, confidence, compassion, a non-defensive attitude and, more 
importantly, a well-defined sense of self.
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Kohut (1984) suggests that empathy has multiple forms and exists on a 
developmental continuum. He affirms that in normal emotional growth, mother 
and child move forward along that continuum (Siegel, 1996). According to Kohut, 
this progresses from early forms of empathic communication (e.g., holding, 
touching, smelling) to the later form of empathy (e.g., holding through words and 
facial expression, smile of pride and showing belief in the child’s capacity). 
Similarly, client and therapist move forward along a developmental continuum. He 
maintains that the therapist moves from holding the client, understanding their 
subjective experience and conveying this understanding through therapeutic 
empathy to them, to providing explanation, which aims at increasing their cognitive 
understanding of themselves. Kohut (1984) found that when he could understand 
what the client was expressing and reflect that understanding through the technique 
of accurate empathy, they would feel seen, heard, and understood by him. This, 
combined with explanation, would create a climate of growth, promote therapeutic 
change and enable the client to build new self-structures. Thus, he proposed a two- 
phase intervention in therapy, understanding and explanation. Understanding is 
achieved through empathy, whereas explanation is the result of intellectually 
analysing the data, which deepens the sense of being understood. Kohut views 
understanding as partially therapeutic, and argues that complete therapy requires 
explanation that allows the client to understand and eventually manage themselves 
in the analyst’s absence (Siegel, 1996). In Kohut’s view, the explanation phase 
makes the intervention analytic.
In Kohut’s model of self- psychology, empathy is viewed as a foundational concept 
and considered a primary therapeutic intervention which, along with mirroring, 
understanding, and explanation, become the tools of Kohutian psychoanalysis 
(Jackson, 1993).
Nevertheless, Kohut’s concept of empathy seems to be mostly misunderstood 
among his critics. Kohut (1981) asserts that, contrary to his critics’ views, his 
belief is not that empathy cures, rather that it is a data-gathering tool (Siegel, 1996) 
which, along with mirroring, understanding and explanation, promotes therapeutic 
change. In addition, Kohut’s notion of empathy has drawn criticism from 
traditional psychoanalysts who argue that mirroring the client’s narcissistic traumas
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may prolong the client’s problems by gratifying their unconscious wish (Siegel, 
1996). Although Kohut acknowledges the need for a certain kind of frustration in 
therapy, he maintains that frustration resulting from therapeutic coldness or non- 
empathic responses is “gasoline poured on the fire. The client got into trouble by 
being raised in this kind o f environment, and more o f the same isn ’t going to help 
much.” (Kahn, 1997, p.92). Kohut believes that a client’s primitive side wishes to 
be gratified as a child. For instance, the client wishes to be hugged and assured of 
protection. Kohut argues that not providing these gratifications within the context 
of a warm and empathic therapeutic relationship elicits the optimal frustration and 
promotes change and growth (Kahn, 1997).
Conclusion
To conclude, Heinz Kohut revolutionised the field of psychoanalysis and the 
domain of psychotherapy in general, by incorporating humanism and emphasising 
empathic immersion as the means of data gathering and the primary tool for 
understanding clients and their inner world. As a foundation concept in Kohut’s 
theory of self development, and as a primary therapeutic tool, Kohut’s concept of 
empathy redefines our understanding of human development, emotional distress, 
and a warm therapeutic relationship.
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Introduction to the Therapeutic Practice Dossier
The Therapeutic Practice Dossier consists of a description of the three placements, 
a brief account of therapeutic work and other professional and training activities. A 
final clinical paper on the integration of theory, research, and practice concludes the 
dossier. This addresses my personal account of integrating theory, research, and 
practice.
Names and any other identifying information regarding the clients presented, 
placement locations, and placement supervisors have been altered or omitted to 
preserve confidentiality. The same procedure has been employed with individuals 
who participated in the research projects.
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Description of Clinical Placements
Year One Placement: An NHS Cognitive-Behavioural Service
September 2000-July 2001
The cognitive-behavioural service existed as part of a Community Mental Health 
Resource Centre (CMHRC). Operating on a catchment-area basis, the service 
offered cognitive-behavioural therapy to adult clients (18-65 years of age). The 
department comprised clinical psychologists, clinical nurse specialists, trainee 
counselling psychologists and trainee counsellors.
Clients were referred to the service by local General Practitioners (GPs), or by 
psychiatrists at the CMHRC. Reasons for referral ranged from chronic and 
enduring depression to a variety of anxiety disorders (e.g., post-traumatic stress 
disorder, generalised anxiety disorder, obsessive-compulsive disorder, panic 
disorder with or without agoraphobia, social anxiety).
Although the client population consisted primarily of White clients, a relatively 
high proportion of clients were from ethnic minority groups. Belonging to an 
ethnic minority myself, I received referrals from GPs and CMHRCs in the locality 
of the Trust' These referrals consisted mainly of Iranian and Afghan clients for 
whom communications in English was a problem.
My responsibilities included conducting assessments, providing individual therapy 
and attending referral and departmental meetings.
I received two hours’ cognitive-behavioural supervision from a UKCP-accredited 
supervisor.
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Professional Activities
Case presentation to the team of clients with depression and various anxiety 
disorders.
Teaching and seminar presentation to the team of senior cognitive-b ehaviour 
therapists, counselling psychologists in training, trainee counsellors, and 
Community Psychiatric Nurses (CPNs), from various CMHRCs in the locality of 
the Trust. These included:
•  Depression and Cognitive-Behaviour Therapy
(Theory, research and practice)
29.11.2000
• Agoraphobia and Panic Disorder
(A combination of theory and paper presentation)
Salkovskis, Clark, Hackmann, Wells, and Gelder (1999). An experimental 
investigation of the role of safety-seeking behaviours in the maintenance of 
panic disorder with agoraphobia, Behaviour Research and Therapy 37, 559- 
574.
18.07.01
• Therapeutic Relationship in Cognitive-Behavioural Therapy
(Theory, research and practice)
25.07.01
Provision of observational opportunities for fellow trainee counselling 
psychologists and counsellors, and CPNs.
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Year Two Placement: An NHS Psychotherapy Department
September 2001-July 2002
The adult psychotherapy department consisted of one consultant psychiatrist and 
psychotherapist, three senior psychotherapists, several trainee psychotherapists and 
one trainee counselling psychologist. Clients were referred by their GPs and 
psychiatrists at the hospital and CMHRCs, and underwent an assessment by a 
senior psychotherapist prior to being passed on for individual therapy. My 
responsibility was to provide individual therapy. Clients presented with a wide 
range of difficulties, including relationship problems, depression, anxiety, low self­
esteem, insomnia, post-traumatic stress disorder, and agoraphobia, and were offered 
a minimum of six months’ psychotherapy. The placement was psychodynamic in 
orientation and entailed supervision on a weekly basis.
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Year Three Placement: An NHS Psychiatric Rehabilitation Service
September 2002-June 2003
The multi-disciplinary rehabilitation service, which was part of a large mental- 
health hospital, provided service to adults (18-65 years of age) with acute and 
enduring mental-health problems. This consisted of a consultant a psychiatrist, 
psychiatrist, a senior house officer, a consultant clinical psychologist, a consultant 
clinical neuropsychologist, a clinical psychologist, a trainee counselling 
psychologist, and an occupational therapist. The service received referrals from 
GPs, CMHRCs, and psychiatrists at the hospital. Clients’ presenting problems 
included paranoid schizophrenia, personality disorder, moderate to severe 
depression and anxiety, and substance misuse. The clients were initially placed in 
an inpatient rehabilitation unit, which provided an acute treatment plan that 
involved stabilisation, education and psychological therapy. There was also a pre- 
discharge unit, which aimed at preventing relapse and preparing clients for re-entry 
to the community. I spent one day at the acute ward and one day at the pre­
discharge unit, working primarily within a cognitive-behavioural framework. My 
responsibilities included assessment, providing individual therapy, attending 
weekly ward rounds and Care Plan Approach (CPA) meetings. In both settings, 
psychometric measures were used to assess the progress of therapy.
I received one and a half hours of weekly supervision, which was provided by a 
BPS-accredited consultant clinical psychologist.
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A  Pe r so n a l  A c c o u n t  o f  In t e g r a t in g  T h e o r y , R e se a r c h  and
T h e r a pe u tic  P r a c t ic e
Introduction
The recognition that no one theory does justice to the complexity of human beings 
(O’Brien & Houston, 2000) and that no single set of therapeutic techniques is 
always effective in working with diverse client populations (Kelly, 1991), has led to 
a growing tendency among therapeutic practitioners in the fields of counselling and 
psychotherapy towards integration and integrative practice. However, developing 
an integrative perspective is not an easy process, rather it is a life-long endeavour 
that is refined through experience. The existence of over two-dozen routes towards 
integration (Clarkson, 1996) further complicates the task of psychotherapy 
integration. Arkowitz (1989) identifies the three most frequently discussed routes 
towards integration as ‘theoretical integration’, ‘technical eclecticism’ and 
‘common factors’. A brief description of the three most popular routes will be 
presented to guide the reader through my personal integrative approach.
Theoretical integration refers to the process of blending elements from different 
theories and models into a new theory or model (McCleod, 1998). Technical 
eclecticism refers to the process of selecting the most appropriate techniques and 
procedures from various schools of psychological therapy to fit the needs of the 
client (McCleod, 1998). Finally, common factors integration focuses on 
commonalities across different approaches and employs non-specific factors (e.g., 
Rogers’, 1957, core conditions) shared in two or more models of therapies to 
produce integrative concepts and techniques (McCleod, 1998). It is not, however, 
the purpose of this paper to declare any one approach superior to the others.
The aim of this paper is to present a detailed account of the ways in which I have 
integrated elements of theory, research, and practice and arrived at my own 
integrative approach to therapeutic practice. In order to achieve this, I will focus on 
factors that helped shape my development as an integrative practitioner. These 
include elements from my training experience and clinical practice over three years 
as informed by the three main theoretical paradigms taught on the course: 
humanistic, psychodynamic, and cognitive-behavioural, the ethos of the discipline
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of counselling psychology, socio-cultural and contextual influences, my 
experiences of supervision and personal therapy, my interpersonal relationships 
with my peers and colleagues, my relationships with my clients and finally my 
psychological research and experience as an ethnic minority practitioner.
I will first focus on my pursuit towards integration, reflecting upon my personal and 
professional development before moving on to outline my personal integrative 
approach to practice and its rationale. For clarity, I will structure the paper by 
dividing it into the three main components defined by the course: theoiy, practice 
and research. Nevertheless, these components overlap, which is in itself a 
reflection of the process of integration.
My Personal Integrative Approach To Practice
The Wondering Years
Having obtained part one of the BPS Diploma in Counselling Psychology from a 
London university (two years’ part-time study), I started three years of training with 
the course1. By then I had one year of training in the humanistic model nlainly 
person-centred and a year of training in the cognitive-behavioural approach. 
Reflecting on my personal and professional development during the early stages of 
these two years, I vacillated between feeling excited and insecure. I felt excited 
about learning how to help others, yet insecure about my limited therapeutic skills 
and knowledge of psychological theories. During this period I followed the rules 
and the techniques as closely to the books and my supervisors’ advice as possible. 
This could be partly related to my anxiety about wanting to be a ‘perfect’ therapist, 
and partly due to my concerns about my lack of skills and the possibility of causing 
harm to my clients. Nevertheless, I was reassured that such concerns were common 
among beginner therapists, which helped reduce my anxiety.
At a later stage, I struggled with a dependency-autonomy conflict and in my quest 
to find my own adaptation, I wavered between feeling overconfident and being 
overwhelmed. Personal therapy and my experience of therapy as a client, along 
with supervisory support and validation from peers and colleagues, were crucial. 
Through this I came to realise that I was not alone and I began to self reflect and
1 Due to word limitations, I have mainly focused on the three years of my doctoral training
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became aware of and accepting of my shortcomings and undeveloped areas as a 
beginner practitioner. Furthermore, I became familiar with the concept of a ‘good 
enough’ therapist as opposed to a ‘perfect’ therapist. This process enabled me to 
abandon some of my rigidity, and helped me to incorporate tolerance for the 
‘unknown’ on both a personal and a professional level. This stage of my training 
resembles stage two of Loganbill, Hardy and Delworth’s (1982) model of therapist 
professional development-the ‘confusion’ stage, which is characterised by 
experiences of instability, erratic fluctuation, confusion and conflict. This stage is 
perceived as positive, as it entails the abandonment of old ways of thinking and 
behaving and provides the opportunity for new learning to occur2.
The Road to Integration
Participation in this course requires a high level of self-awareness and self­
reflection. From the start, trainees are encouraged to attend to their internal 
processes (thoughts, feelings, intuitions, responses/reactions) as well as using 
theoretical knowledge and psychological research to inform their clinical practice. 
This has had a profound impact on my development as an integrative practitioner. 
Nevertheless, arriving at my personal integrative approach to practice has not been 
an easy process. Throughout my three years of training I have found myself 
struggling with the concept of integration and how one becomes an integrative 
practitioner.
I was particularly uncertain about how to integrate elements from different 
theoretical models. My awareness of the different philosophies underpinning the 
three main therapeutic approaches and the incompatibility of some of their 
theoretical constructs and concepts (including their assumptions about human 
nature and development, their conceptualisations of psychological distress and 
therapeutic change)-which I perceived as obstacles to theoretical integration-further 
complicated the process of integration for me. However, the recognition that 
theoretical compatibility of ideas/constructs is not always essential to good clinical
2 Stage one of this model, ‘stagnation’, is characterised by not being aware of one’s own deficiency 
in professional functioning or by an unawareness of one’s own ‘stuckness’ or stagnation. Stage 
three, ‘integration’, is characterised by reorganisation, integration, new cognitive understanding, 
flexibility and personal security, based on awareness of insecurity and ongoing monitoring of the 
important issues.
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practice, and that no single theory or piece of psychological research is 
comprehensive enough to address all facets of human experience and behaviour 
(O’Brien & Houston, 2000), enabled me to adopt an open-minded, exploratory and 
a flexible stance towards theoretical integration. This acknowledgement gave me 
the confidence to experiment with integrating different theoretical models in order 
to meet the needs of the client.
In addition, as an integrative practitioner I am always guided primarily by my 
experience of being with the client. I am therefore careful not to fit the client to the 
theory, but to fit the theory to the client. This is by no means an attempt to 
undermine the importance of theory, rather it is to emphasise the view that theory 
needs to evolve from practice (O’Brien & Houston, 2000). Furthermore, I do not 
perceive integration as a new approach to therapy, instead I view it as the 
therapist’s process of selecting an approach (based on a theoretical rationale) that 
works best for him/her and his/her client. Thus, my personal integrative approach 
to practice is guided by factors including clients’ need in therapy, the type of 
problems presented, and socio-cultural and contextual issues. It is also guided by 
the ethos of counselling psychology and my own world view, along with theoretical 
assumptions that influence both what I perceive and how I work.
Adopting the O’Brien and Houston (2000) framework for integrative therapy 
practice, my approach includes components such as assessment and formulation; 
therapeutic contract and treatment plans and goals; core therapeutic skills (e.g., 
therapist’s generic skills, including being attentive, reflective, empathic, respectful 
and non-judgemental) and specific therapeutic techniques and interventions. It 
further entails a focus on the therapeutic relationship and working alliance; an 
attempt towards theoretical understanding and being empirically informed; a 
growing awareness of personal issues; socio-cultural and organisational awareness 
and sensitivity; awareness and application of the professional code of ethics and 
practice. The ways in which these components3 have been incorporated into my 
therapeutic practice during the three years of training will be illustrated in the 
discussions of different clients in this paper.
3 Due to word limitations, some of the components have not been fully discussed.
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Theoretical Integration
I would describe myself as an integrative counselling psychologist who draws upon 
the theories underpinning the three major models of therapy to inform my 
therapeutic practice. These are the humanistic, psychodynamic and cognitive 
behavioural models. I will now provide an account of my work with clients4 during 
the three years of my training, drawing attention to how theory was integrated into 
my practice.
Year One: Early Experiences of Personal Integration
In my first-year placement, I worked in a cognitive-behavioural department at a 
CMHRC. The type of therapy offered to clients was time-limited, structured and 
goal focused, and I was expected to work from a ‘pure’ cognitive-behavioural 
perspective. At the same time, the theoretical emphasis of the course was mainly 
humanistic and was on facilitating change through empathy, unconditional positive 
regard, and congruence. Initially, I felt that I would be caught between the two 
orientations and my two supervisors. On the contrary, this experience proved 
valuable, and on reflection I can discern the beginning of my work as an integrative 
practitioner. While I was encouraged to conceptualise clients’ presenting problems 
from a cognitive behavioural perspective, and to use cognitive behavioural 
principles as the basis of my practice, I used core therapeutic conditions to build a 
rapport and working alliance with each client.
Cognitive-behavioural therapy (Beck, 1976, 1979, 1990) is based on a theoretical 
rationale stating that the way an individual feels and behaves is influenced by how 
he/she perceives and structures his/her experiences. The essence of the model is the 
study of the meaning clients attach to situations, emotions or physiological 
symptoms, and the interactions between them. The therapy aims to foster a 
collaborative effort, through which the client learns to identify and change his/ her 
distorted and dysfunctional cognitions.
Originating from the work of Carl Rogers (Rogers, 1951, 1957, 1961) the 
humanistic approach focuses on the relationship between therapist and client as a
4 In order to ensure anonymity and confidentiality, all the names and identifying details of clients 
have been changed and pseudonyms have been used.
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powerful foundation for client change. According to Rogers (1957), therapeutic 
change will occur if the therapist is able to establish with the client a relationship 
characterised by congruence, unconditional positive regard and empathic 
understanding. He referred to these therapist’s characteristics as ‘core conditions’ 
and argued that they are ‘necessary and sufficient’ to promote therapeutic change in 
clients. Although the ‘necessary and sufficient’ aspect of Rogers’ core conditions 
has been the subject of much debate (Bohart, 1990; Gelso & Carter, 1994), they 
have been integrated into other therapeutic models, and used as a basis for the 
employment of therapeutic techniques derived from other approaches (Boy & Pine, 
1982). Introducing a two-phase model of therapy, Boy and Pine suggest that in the 
first phase the therapist should apply the core conditions to form a good working 
alliance with the client. Then, in the second phase, the therapist should draw upon 
the techniques and approaches inherent in other models of therapy to meet the 
individual needs of the client. This approach also resembles what Lazarus, Beutler 
and Norcross (1992) refer to as technical eclecticism. The efficacy of this 
integrative approach to therapy is demonstrated in the following example.
Mr BM, a 26-year-old Afghan refugee, was referred for therapy in relation to post 
traumatic stress disorder and recurrent episodes of low mood and depression. Mr 
BM had been involved in a road traffic accident one year previously, which resulted 
in extensive physical injuries. He reported experiencing repetitive intrusive 
thoughts and images of the accident, resulting in frequent flashbacks and 
nightmares. Mr BM further complained of irritability, aggressive outbursts, and a 
general lack of interest and feelings of detachment from others. He was initially 
extremely sceptical as to the efficacy of any form of psychological treatment for his 
symptoms, as he felt that his problem was of an organic nature, mainly neurological 
(even though extensive investigation had revealed no abnormalities). Nevertheless, 
he reluctantly agreed to attend our sessions. Although the therapy was conducted in 
Farsi (the client’s mother tongue), Mr BM found it extremely difficult to 
communicate his concerns. In the early sessions, he made little eye contact and 
appeared distant. At times, he was non-responsive or responded in monosyllables. 
At such times, I felt ‘stuck’ and had the sense that I was forcing information out of 
him or putting words in his mouth. During one of our early sessions Mr BM 
became confrontational, stating that the therapy was a waste of time. I had a strong 
urge to reschedule our meeting, as he seemed unable to carry on with the session.
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However, I resisted this urge, stayed with the client and focused on creating a safe 
and containing environment by conveying empathic understanding. My recognition 
of his feelings of despair and his difficulty in coping with what he perceived as a 
complete loss of function led Mr BM to express intense feelings of frustration, 
anger, loss, and inadequacy. Interestingly, at the end of the session, he reported 
that he had been very close to leaving. It seems that my not acting on the urge to 
re-schedule our session and my decision to stay with the client provided him with a 
safe space within which he was able to share his concerns.
As therapy progressed, Mr BM became more reflective and relaxed in our sessions. 
In addition, my prior knowledge of the client’s traditional culture, including its 
views on psychological therapies, and particularly on self-exploration, expression 
of affective material to a stranger, and the role of women in society and their 
interactions with men, enabled me to understand the client’s reactions to the 
therapy and the therapeutic relationship. This prevented me from forming socio­
cultural and cognitive biases that may have impaired the therapeutic bond. My 
awareness of and sensitivity to the client’s culture seemed to have helped build a 
therapeutic relationship based on empathic understanding and respect. This is in 
accordance with Wright and Davis’ (1994) view on the impact of socio-cultural and 
cognitive biases on the therapeutic relationship. They argue that the therapeutic 
relationship can be significantly impaired by negative beliefs and stereotypical 
attitudes, and that the therapist’s sensitivity to and awareness of socio-cultural 
differences help facilitate a therapeutic bond with the client, which in turn could 
lead to therapeutic change.
Within the context of a warm therapeutic relationship and through the collaborative 
construction of ‘imaginal and graded real life exposure’ exercises, Mr BM engaged 
in strategies that dissipated his symptoms. The emphasis on the therapeutic 
relationship and the utilisation of humanistic techniques enabled the client to trust 
and use to his advantage strategies offered by the cognitive-behavioural approach.
My clinical work with this client was informed by research literature on the impact 
of the therapeutic relationship in cognitive-behaviour therapy (Wright & Davis, 
1994; Keijsers, Schaap & Hoogduin, 2000). Keijsers et al. (2000) reviewed the 
literature and identified the following variables as having a consistent impact on the
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outcomes of cognitive-behavioural treatment: a) the Rogerian therapist variables 
(empathy, warmth, positive regard and genuineness), and b) the therapeutic 
alliance. My practice was further informed by the work of Foa and Rothbaum
(1998) and their procedure of reliving the traumatic experience in the presence of 
the therapist. Utilising this technique in the sessions, the client started to recollect 
and relieve the trauma in his imagination. As therapy progressed, the client’s 
recollections of the accident became more detailed and less stressful for him. As a 
result, he reported a gradual reduction in the frequency of his nightmares and 
flashbacks, as measured by Horovitz, Wilner, and Alvarez’s (1979) Impact of 
Events Scale. The client reported a complete recovery at the end of therapy, which 
was still in place at the follow-up nine months later.
My integrating of elements from the humanistic model, in particular my emphasis 
on establishing the therapeutic relationship before the application of cognitive- 
behavioural strategies, was welcomed by my ‘purist’ supervisor at the placement, 
who began to appreciate my integrative perspective and input as an ethnic 
counselling psychologist. My work with this client heightened my appreciation of 
the core therapeutic conditions.
Year Two: Personal Integration using a Psvchodvnamic Framework
The psychodynamic approach, which originated with the work of Freud, focuses on 
three distinct areas: a) the impact of childhood experiences on individuals’ mental 
states, b) the role of unconscious processes in the development of psychological 
disturbance, and c) the effect of transference and counter-transference (Bateman & 
Holmes, 1995). The idea here is to enable the client to re-experience his/her earlier 
unresolved relationship conflicts within the therapeutic relationship and, through 
introspection facilitated by interpretative interventions (making the unconscious 
conscious), to help him/her draw links between these unresolved issues and his/her 
current psychological distress.
In the second year, I worked in the psychotherapy department of a large mental 
health hospital, NHS Trust in London. The type of intervention offered to clients 
was long term, (up to two years), insight-orientated psychodynamic psychotherapy. 
Having worked within the cognitive-behavioural framework for two consecutive 
years, using a psychodynamic framework was initially difficult for me. Making the
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shift from employing mainly cognitive-behavioural ideas, and what I perceived as 
‘familiar territory’, to a fundamentally psychodynamic framework was a daunting 
task. In addition, in this placement I was expected to work from a completely 
‘pure’ psychodynamic perspective, which added to my discomfort and feelings of 
being deskilled, as I valued, and had become accustomed to working with more 
flexible approach. However, as I progressed, and became more comfortable with 
the approach, I began to integrate different psychodynamic theories.
Reflecting on my current way of working integratively, it is clear that the second 
year has greatly influenced my practice. In particular, I have found concepts such 
as transference and counter-transference very useful in my therapeutic practice. In 
addition, I have found Kohut’s (1971, 1977, 1984) self psychology (see the essay 
entitled Kohut’s concept of empathy in the Academic Dossier) useful in my clinical 
work. As I came to formulate the problems of my clients during the second year, I 
found that many of their problems and concerns could be conceptualised in terms of 
Kohut’s theory of the self. Kohut’s developmental theory of the self (1977) 
provides a comprehensive theory that views clients’ difficulties as originating from 
un-met developmental needs. In order to demonstrate this in practice, I will now 
discuss Miss TN, a client I saw during the second year.
Miss TN presented with symptoms of depression manifesting as low mood, lack of 
energy, and reduced appetite. She further complained of sleep disturbance due to 
recurrent nightmares, anxiety symptoms (e.g., episodic palpitations, increased heart 
rate and dizziness) and chronic low self-esteem. Miss TN described how her 
parents divorced when she was about three years of age. She reported that 
following this she lost both her grandparents, to whom she had become extremely 
attached. Miss TN revealed that after the death of her grandparents, her mother 
became depressed and she could not turn to her. She stated that she remembered her 
mother being miserable and crying much of the time. She described her upbringing 
as particularly “strict” and her mother as “controlling and critical”. Miss TN 
further stated that she was constantly bullied at school, however, she kept it to 
herself. It has been argued that mothers with a history of depression express more 
critical attitudes towards their children, and this contributes to their children’s lower 
self-esteem (Goodman, Adamson, Riniti, Cole, & 1994). Miss TN found it difficult 
to access childhood memories and recall emotion from the past. She reported that
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she married and all seemed well until her daughter was born. She revealed that she 
became extremely possessive of her baby. The client said her husband gradually 
turned violent and they divorced after 10 years of marriage. Miss TN reported that 
her relationship with her daughter is very special to her. Nevertheless, she stated 
that her constant comparisons between her own childhood and that of her 
daughters’, along with her “over-protecting” attitudes, were causing her extreme 
anxiety.
Having discussed Miss TN in individual supervision, I was able to formulate her 
difficulties by integrating different psychodynamic theories. I refer to theoretical 
integration as the synthesis of elements from different theories and models into a 
new model or theory (McLeod, 1998). It seemed that, possibly as a result of the 
early history of loss, separation and abandonment, Miss TN had internalised 
avoidant-dismissing attachment patterns (Bowlby, 1981), viewing others as 
unreliable and so not dependable. This seemed to have led to her valuing emotional 
independence and self-containment via the psychological defence of repression, 
thereby excluding threatening and painful thoughts and feelings from her 
consciousness (Bateman & Holmes, 1995). Furthermore, it seems likely that the 
birth of Miss TN’s daughter had brought to the surface painful feelings of need, 
abandonment and loss, leading to Miss TN’s dependent transference and 
compulsive care-giving (Humphrey & Zimpfer, 1996) to her daughter. In addition, 
Miss TN’s low self-esteem and depressive symptoms could be related to her 
growing up with little mirroring from her mother and the non-fulfilment of her 
grandiose-exhibitionistic need (Kohut, 1977). According to Kohut (1977), if a 
child’s grandiose-exhibitionistic needs are not adequately met, the individual is 
likely to suffer from feelings of insecurity, worthlessness, low self-esteem and 
depression.
During our sessions Miss TN would bring me photographs of her childhood and 
paintings/drawings from her art class, and we spent a good proportion of our 
session discussing them. One day I decided to focus on her instead. Following this 
she appeared to withdraw and became unavailable to me. When I reflected on this, 
she revealed that she had felt as though I was rejecting her. Discussing this in 
supervision, I realised that by looking at and admiring her photographs and 
paintings/drawings, I had been providing her with a self-object experience (e.g.
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mirroring and admiring). It is possible that when I stopped this, she suffered 
something like a narcissistic injury. As a result, she may have felt ashamed of her 
need to be admired, which led to her withdrawal.
With the guidance of supervision, much work in the initial sessions was devoted to 
exploration of Miss TN’s early experiences of loss and abandonment through the 
use of empathic reflection and tentative interpretations. However, the client found 
this process difficult and painful. This could be related to her attachment style and 
her prolonged use of the psychological defences of repression and exclusion of 
painful material from her consciousness. Therefore, providing a secure and safe 
space within which she could express her feelings was the main focus of the early 
stage of therapy. This seems to have enabled her to work through some of her 
unresolved feelings of loss and abandonment. Miss TN reported that could now 
make sense of her feelings and emotional reactions better and, consequently, was 
able to cope with them more effectively. In addition, she was able to use the 
therapy to look at her past and present patterns of being and relating, making sense 
of them and finding links between these patterns and her presented problems and 
concerns.
Year Three: Developing a Personal Integrative Position in a Cognitive- 
Behavioural Setting
In the third year, I worked in a rehabilitation service of the same mental health 
hospital. I worked alternately in two different locations: on the acute ward and in 
the pre-discharge unit. Clients who were treated on the ward would be placed in 
the pre-discharge unit before being discharged into the community. It would be fair 
to say that this placement greatly influenced my development as an integrative 
practitioner. Working on the acute ward helped me develop the capacity to connect 
with clients suffering from severe and enduring mental health problems. The pre- 
discharge unit provided me with the experience of being part of a multidisciplinary 
team as well as working independently with clients with a wide range of 
psychological disorders including schizophrenia, severe depression and various 
anxiety disorders (e.g. generalised anxiety disorder, social anxiety, panic disorder 
with and without agoraphobia). Supervision proved a valuable component of this 
placement, as I was fortunate enough to have two supervisors, one a consultant 
clinical neuropsychologist and the other a clinical psychologist. The
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neuropsychological input was particularly useful, as it showed me the impact of 
neuropsychological factors that may impede therapy. My role within the ‘rehab’ 
team involved conducting psychological assessments, offering cognitive- 
behavioural interventions with a particular emphasis on relapse prevention, and 
attending Care Programme Approach and ward round meetings.
Although the theoretical framework used to conceptualise clients’ problems in this 
placement was predominantly cognitive-behavioural, the integration of person- 
centred core conditions of empathy, congruence and unconditional positive regard, 
and behavioural techniques was allowed. This enriched and was crucial to my 
clinical practice in this placement. Despite my two years’ experience of working 
within the cognitive-behavioural model, I felt very deskilled initially, never having 
worked with this client group before. In particular, I found establishing a 
therapeutic relationship with this client group a challenging task. For some, the 
nature of their presenting problems (e.g., schizophrenia) meant that meeting a 
stranger was anxiety-provoking, and evoked in them feelings of discomfort, 
irritability and agitation, as well as activating their symptoms of delusions5 and 
hallucinations6. Thus, at times sessions needed to be cut short. This further 
affected the establishment of a rapport and trust within the therapeutic relationship. 
Nevertheless, I was encouraged by the research literature (Kingdon & Turkington, 
1991, 1994) which suggests that people with psychotic illnesses have the capacity 
to develop stable and productive therapeutic relationships and can benefit from 
cognitive-behavioural therapy. Kingdon and Turkington have recommended an 
integrative treatment approach (cognitive, behavioural and biological) that should 
be postponed until a good therapeutic relationship is established with the client.
Working with this client group required a great deal of flexibility and increased my 
appreciation for the integrative perspective. I found that I needed to tailor my 
therapeutic approach according to the clients’ abilities (e.g., physical, intellectual), 
their presenting problems, their socio-cultural backgrounds and contextual issues. 
To demonstrate this further I will discuss Mr ZA, who was a client on the ward.
5 People with schizophrenia may have ideas that are strange, false, and out of touch with reality. They may 
believe that people are reading their thoughts or plotting against diem, that others are secretly monitoring and 
threatening them, or that they can control other people’s minds or be controlled by them (Weiden, Scheifler, 
Joseph, McEvoy, Frances & Ross, 1999).
6 People with schizophrenia may hear voices talking to them or about them, usually saying negative, critical or 
frightening things (Weiden et al., 1999).
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Mr ZA, a 27-year-old African man, was referred by the consultant psychiatrist in 
relation to severe anxiety symptoms and panic disorder with agoraphobia. Mr ZA 
had had a diagnosis of substance-induced paranoid schizophrenia in his last 
admission five years previously. Mr ZA reported that he and his family (his parents 
and his three younger brothers) had moved to the UK from Africa when he was 10 
years of age. Mr ZA stated that his parents divorced three years after their arrival 
and his mother and siblings moved to another part of London, leaving him with his 
father. He said that he felt very envious of his younger brothers and described this 
period as “unhappy and anxious”. Mr ZA revealed that he started using illicit 
substances, including cannabis and cocaine, at the age of 15. The client said that 
five years ago, whilst under the influence of illicit drugs, he jumped in front of a 
moving train, as a result of which he had incurred massive physical injuries.
Whilst on the ward, I had been informed that Mr ZA was displaying high levels of 
anxiety manifesting as palpitations, dizziness and nausea, and hypervigilance as 
well as outbursts of anger. Prior to commencing his therapy, I was aware that I felt 
anxious. I wondered what would happen if Mr ZA became angry with me in the 
session. Before our first meeting, I was also anxious about the extent of his 
disability and my reaction to this in our first meeting, and the impact of this on the 
client. However, my concerns dissipated after our first session, as I felt reassured 
by Mr ZA’s apparent eagerness to engage with the therapy in order to cope with his 
anxiety symptoms. Mr ZA’s disability, its meaning for him and his family, and its 
impact on his life (including people’s reactions to him) were explored during this 
session. Mr ZA had also been diagnosed specific learning difficulties. This, 
coupled with his engagement in daily rehabilitation programmes (e.g. work rehab, 
occupational therapy, community meetings), led to my adopting a slower pace of 
therapy and a more flexible schedule for our sessions. The person-centred core 
conditions were utilised to convey to the client that the therapeutic relationship was 
an arena in which he would be respected and not judged.
My awareness of and sensitivity to the client’s cultural background (which was 
helped by my being a Muslim), including the stigma attached to mental illness and 
physical disability, seemed to help build a therapeutic relationship based on 
empathic understanding, acceptance and respect. Once the therapeutic relationship
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was established, I introduced behavioural strategies, including distraction 
techniques (e.g. controlled breathing and progressive muscle relaxation), to reduce 
Mr ZA’s tension and anxiety levels within and outside sessions. I also 
demonstrated the voluntary hyperventilation test to promote a sense of control over 
the panic attacks and to teach the client a way of managing them. Gradually, the 
client became more relaxed during the sessions and began exploring his childhood 
experiences, his migration to the UK, his relationships with his parents, their 
divorce and its impact on him, and his separation from his mother and siblings. 
This helped elicit the client’s core beliefs about himself (“I’m unlovable”), others 
(“others are unreliable”) and the world (“the world is unsafe”), all of which aid my 
conceptualisation of the client problem. However, I came to recognise that the 
needs of the client with severe and enduring mental health problems were more 
immediate, and acquiring insight and/or schema restructuring were not the primary 
goals of the therapy. Rather, attention was focused on acquiring coping 
skills/strategies and improving the quality of life of the client. Once Mr ZA’s 
tension and anxiety levels had diminished, I introduced the cognitive model of 
panic disorder (Clark, 1986, 1988) to him, which made him aware of the factors 
contributing to the maintenance of his problem, including selective attention to 
bodily sensations and misinterpretation of these, safety behaviours and avoidance. 
I further familiarised the client with the ‘fight or flight’ responses that helped 
reduce his misinterpretation of his symptoms of anxiety. This, together with the 
collaborative construction of graded real-life exposure exercises, led to his 
reporting a significant reduction in his anxiety symptoms as rated on the Beck 
Anxiety Inventory, BAI (Beck, Epstein, Brown, & Steer, 1961) and in a number of 
panic attacks he experienced daily. Mr ZA’s weekend leave from the ward was 
subsequently introduced until he was moved to the pre-discharge unit and later to a 
hostel.
Practice Integration
Throughout the three years of training, my therapeutic practice has been influenced 
not only by theory, but also by ethical, socio-cultural and contextual considerations, 
supervision and my personal therapy, some of which have already been covered. In 
this section I will focus on supervision and personal therapy, which have been 
crucial to my development as a counselling psychologist and as an integrative 
practitioner.
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Supervision and Personal Therapy
The supervisory process has been regarded as a cardinal element of basic graduate 
training (Farrell, 1996). I have found supervision an essential part of my training, 
through which I have been able to further my understanding of clients and their 
problems, and to engage in a continuous process of self-reflection. For example, 
during my work with Miss TN (see year two training), who was experiencing high 
levels of anxiety during our sessions, in particular whilst exploring her relationship 
with her mother, I too at times felt anxious and unable to reflect back and contain 
her emotions. Through exploration of these feelings during supervision, I was able 
to see that in the process of counter-transference I was experiencing similar feelings 
to the client in relation to her “critical” mother. This enabled me to use my own 
feelings to gauge what Miss TN may be experiencing when confronted by her 
mother. I then used this understanding to reflect on how I might reduce the client’s 
anxiety by containing her feelings rather than mirroring them. I found that 
commenting upon these processes within therapy enabled us to move the 
therapeutic process forward.
In addition, supervision has been an arena in which my own unresolved emotional 
issues were acted out. For example, during the second year, when my work with a 
client was coming to an end, I felt surprised when it was suggested to me in 
supervision that I seemed to be ignoring the emotion surrounding the ending, as I 
chose to present my other clients instead. The high level of introspection and self­
reflection required by participating in this training course, and in particular working 
within the psychodynamic framework, led to my decision to undergo personal 
therapy, despite having completed 60 hours of it in my previous training course. In 
reference to psychodynamic counselling, Jacobs (1988) argues that as therapists we 
should be able to separate our own experiences from those of our clients, and that in 
the counter-transferential process it is important to separate those feelings that have 
arisen from our own experiences if we are to facilitate the client’s therapeutic 
change. The experience of being in personal therapy during the psychodynamic 
year acquainted me with concepts such as transference, counter-transference and 
projection, and gave me a better understanding of the feelings of uncertainty, 
confusion, pain, resistance and anger that my clients may experience in therapy.
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As my confidence in my own practice and my capacity for self-reflection grows so 
does my ability to develop my own ‘internalised supervisor’ (a maturational 
process outlined by Casement, 1985). This means that I am learning to ‘be’ with 
the client and to remain close to what he/she is conveying and experiencing, whilst 
maintaining my distance from him/her in order to observe and function as a 
therapist. This continual process has been guided by individual, peer and group 
supervision, and by my personal therapy.
Research Integration
Scientist-Practitioner
The model of the scientist-practitioner is perceived as central to the discipline of 
counselling psychology (Woolfe, 1996). This model is an integrated approach to 
knowledge that recognises the inter-connectedness of theory, research and practice 
(Meara, Schmidt, Carrington, Carrington & Davis, 1988). My training on the 
course is in accordance with the principles set out by Meara et al. (1988). Over the 
three years, I have been encouraged as an integrative practitioner to draw on 
empirical research and evidence to inform and evaluate my therapeutic practice.
The training the course offered me, both in qualitative and quantitative research 
methods, has provided me with the methodological diversity suggested by Woolfe 
(1996). This, coupled with my research supervisor’s encouragement and guidance 
throughout the three years, proved valuable, helping me to reflect on the literature 
and to integrate research and theory into my practice. As a result, I have been able 
to integrate knowledge gained from psychological theories (e.g., interpersonal 
influence model of counselling, Strong, 1968), together with the insight provided 
by the subjective experiences of a group of ethnic-minority clients who had been 
exposed to ethnically similar therapists, and the findings of my quantitative 
research, into my work with this client group. The importance attached by these 
clients to the therapeutic relationship is in accordance with the emphasis of 
counselling psychology on the significance of ‘the helping relationship’ (Woolfe, 
1996). This further strengthened my belief regarding the value and impact of the 
therapeutic relationship on the process and outcome of therapy in general.
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To evaluate my therapeutic practice and the effectiveness of my interventions, I 
attend firstly to clients’ views of their improvement and gains from therapy, both in 
each session and at the end of therapy. Thus, clients’ comments and feedback form 
the basis of my assessment of my interventions. In addition, I use self-report 
psychometric measures and questionnaires, including the BDI (Beck Depression 
Inventory, Beck, Ward, Mendelsohn, Mock & Erbaugh, 1961), the BAI (Beck 
Anxiety Inventory, Beck, Epstein, Brown, & Steer, 1988), the ACQ (Agoraphobic 
Cognitions Questionnaire, Chambless, Caputo, Bright & Gallagher, 1984) and the 
Fear Questionnaire (Marks & Matthews, 1979) at various stages of therapy (pre, 
mid, post-therapy, and follow-up) to aid assessment and evaluate the progress of 
therapy.
Conclusion
In this paper I have tried to outline my development as an integrative practitioner. 
The various factors that have influenced my personal way of integrating theory and 
research into practice have been discussed. For me, the integration of theory and 
research into practice is a continuous learning process that requires me to be as 
open-minded, flexible and reflective as a practitioner can be. I believe that 
integration takes place on different levels, including integrating various theories or 
models of therapy, integrating research into practice, integrating the personal and 
professional selves, and integrating socio-cultural and contextual issues into 
practice. All of these have influenced and shaped the development of my 
professional identity as a counselling psychologist. In this endeavour, input from 
the course, my supervisors and personal therapists, and my peers and colleagues, 
together with insights gained from my clients and my life experiences, have been 
crucial in helping me to move from the stage of ‘unconsciously incompetent’ to 
‘consciously incompetent,’ and now towards‘consciously competent’.
Finally, I agree with Clarkson’s (1996) view that theories, concepts or techniques 
can only be integrated on an individual and personal basis, and that people and their 
problems take priority over theories and techniques, as the latter exist solely to 
serve the former. In Jung’s (1928) words:
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“That is why I  say to any beginner: learn your theories as well as you can but put 
them aside when you touch the miracle o f the living soul. Not theories but your 
own creative individuality alone must decide ” (p.361)
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Research Dossier
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Introduction to the Research Dossier
The Research Dossier consists of three research reports: a literature review, a 
qualitative research report and a quantitative report. The first report, which was 
submitted in the first year of the course, is a review of the most recent research on 
the effects of therapist-client ethnic similarity on the process and outcome of 
therapy. This review further seeks to assess the effects of within-group difference 
and intervening variables that may interact with ethnicity.
The qualitative research report submitted in the second year explores experiences, 
perceptions and reflections of a small group of ethnic-minority clients who had 
been exposed to ethnically similar therapists. The aim was to get a sense of what 
clients from ethnic minority groups residing in the UK actually think and feel about 
ethnic matching between them and their therapists.
During the final year, a quantitative piece of research was undertaken. The aim was 
to build on previous research findings and see whether such findings can be 
expanded on and generalised to larger and broader ethnic minority groups.
A common theme running through each report is investigation of the implications 
for counselling psychology training and practice.
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E f f e c t s  o f  E t h n ic a l l y  Sim il a r  T h e r a p e u t ic  D yads on  
P r o c ess  and  O u t c o m e  o f  T h e r a py :
A  R e v ie w  o f  R e s e a r c h
ABSTRACT: Recent research on the effects o f therapist-client 
ethnic similarity on therapeutic process and outcome is reviewed. It 
appears that ethnically similar therapeutic dyads are associated with 
more positive therapeutic process and outcome than are ethnically 
dissimilar dyads. In particular, this review found a clear preference 
for an ethnically similar therapist over an ethnically dissimilar 
therapist among ethnic minority clients. Preferences fo r therapist 
ethnicity and ratings o f therapist credibility appear to be related 
also to within-group differences such as acculturation, cultural 
commitment, cultural mistrust, and stage o f ethnic identity 
development. A series o f recent archival studies also provides 
support fo r an ethnic similarity effect on therapeutic outcome. 
However, too few studies on outcome to date have incorporated 
within-group variables in their design to draw further conclusions. 
Methodological and conceptual limitations in the ethnic matching 
research and implications fo r counselling psychology practice, 
training and theory are discussed. Some recommendations fo r future 
research are offered.
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Introduction
An extensive body of counselling psychology and psychotherapy research with 
ethnic minority populations has examined the effects of therapist-client ethnic 
similarity on therapeutic process and outcome. In particular, the question of 
whether ethnic similarity between the client and the therapist leads to a better 
therapeutic outcome has been the cause of a long-standing controversy, the two 
sides of which are known as the proponents of intracultural counselling and the 
proponents of cross-cultural counselling, respectively (Atkinson, 1983). 
Proponents of intracultural counselling argue that demographic similarity appears 
to reduce the social distance between client and therapist and enhance the 
likelihood of shared beliefs. They further maintain that therapists who are 
ethnically similar to their clients will have had similar experiences, and are 
therefore more likely to understand their clients’ problems and are better prepared 
to help their clients to overcome them (Atkinson & Schein, 1986). Proponents of 
cross-cultural counselling, on the other hand, emphasise the role of common 
therapeutic factors, including the therapeutic relationship. They maintain that by 
attending to the humanness and with respect for differences between individuals, 
culturally sensitive therapists should be able to overcome cultural differences just 
as they must overcome other differences (e.g. religious, gender, sexuality, 
educational, and socio-economic) in order to develop a working alliance with their 
culturally different clients (Vontress, 1988).
Research on the role of ethnicity in counselling psychology and psychotherapy has 
a brief history. The role o f racial differences in therapy received some attention in 
the literature of the late 1940s. However, no major empirical studies were carried 
out at that time and interest in the area seemed to have faded by the 1950s 
(Atkinson, 1985). Reviews of counselling psychology and psychotherapy research 
produced during the 1960s revealed very little research on the ethnic variable. 
Since the early 1970s, however, a growing body of research has examined the
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effects of ethnic similarity in therapy, and four major reviews examining the effects 
of ethnicity on therapeutic process and outcome were published (Harrison, 1975; 
Sattler, 1977; Abramowitz & Murray, 1983; Atkinson, 1983).
Harrison’s (1975) review was the first to focus on the effects of race as a therapist- 
client variable in the therapeutic relationship. Sattler’s (1977) review examined the 
effects of therapist-client racial similarity (only Black-White dyads) on counselling 
and psychotherapy and social work. Abramowitz and Murray’s (1983) review also 
covered counselling, psychotherapy and social work research, and focused mainly 
on Black-White pairs. Atkinson’s (1983) review examined counselling research 
only, but included studies in which American-Indians, Asian-Americans, Whites, 
Hispanics, and African-Americans1 participated. The results of these reviews are 
mixed. Sattler (1977) concluded that there were no significant differences in 
treatment outcome, length of treatment or Black client reports of satisfaction when 
treated by either a Black or a White therapist. Harrison (1975), Atkinson (1983), 
and Abramowitz and Murray (1983) all reviewed studies that had examined various 
measures of therapeutic process and outcome. With regard to therapeutic process, 
all three reviews found an even split between those studies that found and those that 
failed to find an ethnic similarity effect. Similarly, with regard to therapeutic 
outcome they all produced mixed findings, which precluded authors’ drawing 
definitive conclusions about the effects of counsellor-client ethnic matching on 
therapeutic outcome. Conducting a meta-analytic review, Atkinson (1985) drew 
similar conclusions. Since Atkinson’s (1985) review, the reviews on cross-cultural 
counselling and psychotherapy research have mainly focused on the effectiveness 
of psychological interventions and psychotherapeutic services for ethnic minority 
populations (Sue & Zane, 1987; Sue, 1988; Sue, Zane & Young, 1994; Gray-Little 
& Kaplan, 2000), and gave the therapist-client ethnic similarity issue only a cursory 
mention. 1
1 The terms used to refer to ethnic groups varied throughout the literature-Black/African-American; 
Native/American/American-Indian; Asian-American/Oriental; Hispanic/Latino; White/Caucasian. 
While recognising the variations, I have decided to use the terms African-American, American-Indian, 
Asian-American, Hispanic, and White to refer to the groups.
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In brief, it has been a while since the last systematic review was conducted on the 
effects of ethnically similar therapeutic dyads on process and outcome of therapy. 
However, in the meantime research in the area has progressed, with studies 
incorporating more sensitive and complex research designs and focusing on a larger 
variety of populations and background variables. Therefore, it seems that the time 
is right for another review to examine the ethnicity effect on therapeutic process 
and outcome. The current review further sought to assess the effects of within- 
group differences or interacting variables that may be confounded with ethnicity or 
race.
The main body of this paper is a review of the therapeutic process and outcome 
research published subsequent to the earlier reviews. Pre-1983 studies are included 
only if they were missed in earlier reviews. Following this, implications of the 
research findings for counselling psychology practice, training and theory are 
discussed. To conclude the paper, a number of specific recommendations for future 
research are offered.
Effects of ethnicity on therapeutic process
For the purpose of this review, research on therapeutic process has been grouped 
under the following categories of process variables: (a) preference for therapist 
ethnicity, (b) perceived therapist credibility, (c) perceived therapist facilitative 
conditions and (d) client self-disclosure.
Preference for therapist ethnicity
In one of the first reviews of this research, Harrison (1975) concluded that though 
the research results were mixed, the majority of African-American clients preferred 
an African-American therapist. Sattler’s (1977) review also concluded that “all 
things being equal”, many African-American clients preferred African-American 
therapists to White therapists. Similarly, Atkinson’s review (1983) found evidence 
of an African-American preference for African-American therapists over White 
therapists. However, this review found little evidence of an ethnic similarity 
preference in other ethnic groups (i.e. American-Indians, Asian-Americans and 
Hispanics), suggesting that this phenomenon may be limited to African-Americans. 
The presence of racism and discrimination and the oppression experienced by
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African-Americans in the dominant White culture, together with the history of 
Black-White conflicts in the United States, may predispose African-American 
clients to be distrustful of White therapists and express a preference for African- 
American therapists.
Two types of studies are reported in the current review: studies that examined 
within-group differences and those that ignored within-group differences. In 
studies where within-group differences are ignored, participants are asked to make 
a choice between an ethnically similar therapist or an ethnically dissimilar therapist. 
In studies where within-group differences are examined, individual variables (e.g. 
participants’ level of acculturation, cultural commitment, cultural mistrust, stage of 
ethnic identity development, type of presenting problem) are included in the design. 
These are incorporated and assessed as variables of interest to determine possible 
interactions between such variables and preference for counsellor ethnicity.
A total of 16 studies were found reporting on the ‘preference for counsellor 
ethnicity’ variable.
Within-group differences ignored:
Only three of the 16 studies on preference for therapist ethnicity ignored within- 
group differences. American-Indians, African-Americans and Asian-Americans 
were included in these studies.
In a survey of 62 American-Indian college students (who represented 11 American- 
Indian tribes), Haviland, Horswill, O’Connell, and Dynneson (1983) found that 
these students expressed a strong preference for American-Indian therapists for 
both personal and education-vocational problems. Further, Haviland et al. (1983) 
found a direct relationship between preference for an ethnically similar therapist 
and American-Indian students’ willingness to use a counselling centre. Similarly, 
Tien and Johnson (1985) interviewed African-American clients attending a 
community mental health centre in Los Angeles, and found that 60% preferred 
working with an African-American therapist. However, Atkinson, Ponterotto, and 
Sanchez (1984) assessed Vietnamese refugees’ preference for a racially similar 
therapist and reported no preference effect. These authors concluded that
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Vietnamese refugees have negative attitudes toward seeking professional 
psychological help, are less likely to recognise the need for such help, and are more 
concerned with the stigma attached to therapy.
Within- group differences examined:
Early research on preferences for therapist ethnicity focused mainly on African- 
American preferences for either an African-American or a White therapist. In 
addition, the majority of these studies ignored within-group (i.e. individual) 
differences.
The current paper reviews 13 studies on preference for therapist ethnicity that 
examined within-group differences. African-Americans were included in six of 
these studies, Hispanics in four, American-Indians and Whites in two, and Asian- 
Americans participated in one. The studies incorporated within-group variables 
such as type of presenting problem, level of acculturation, cultural commitment, 
stage of ethnic identity development, and cultural mistrust, as variables of interest 
in their design to assess possible links between such variables and preference for 
therapist ethnicity.
Lopez, Lopez, and Fong (1991) examined Mexican-American preference for 
ethnically similar therapists and concluded that Mexican-American college students 
prefer an ethnically similar therapist. Bennett and BigFoot-Sipes (1991) surveyed 
White and American-Indian college students and found that ethnicity was more 
important to American-Indian students, especially those who expressed a strong 
commitment to their ethnic culture, than it was to White students. They further 
sought to determine whether the participants differed in their preferences for 
therapists when experiencing academic or personal problems. They found that both 
White and American-Indian college students preferred therapists of their own race 
for their personal problems, though the reverse was true for academic problems. It 
may be. that clients who are ethnically similar to their therapists feel that their 
therapists may have had similar experiences and are therefore more likely to 
understand and able to help resolve their personal problems. However, Bernstein, 
Wade, and Hofmann (1987) had previously reported that both African-American
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and White participants in their study preferred an African-American female 
therapist, irrespective of the type of the presenting problem.
The stage of ethnic identity development may also account for differences in
preference for therapist ethnicity. Examining ethnic identity attitudes, Morten and
« •  •  2Atkinson (1983) found that African-American college students with immersion 
identity attitudes (acceptance of Black identity, rejection of White values) 
expressed a greater preference for an African-American therapist than did those 
with internalisation identity attitudes (acceptance of Black identity, selective- 
acceptance of White values). Thus, Morten and Atkinson (1983) concluded that 
preference for an African-American therapist by African-American clients is a 
function of the stage of ethnic identity development, a finding that was 
subsequently replicated by Delphin and Rollock (1995) with African-American 
male and female undergraduates. More complex findings were reported by 
Ponterotto, Anderson, and Grieger (1986), who concluded that the interaction 
between gender and stage of identity had a significant effect on African-American 
students’ preferences for ethnically similar therapists. Similarly, exploring the 
relationship between the client’s stage of ethnic-identity development and 
preference for an ethnically similar therapist, Helms and Carter (1991) concluded 
that African-American clients who did not identify themselves with the dominant 
culture were more likely to prefer an ethnically similar therapist.
Ethnic minority preferences for therapist ethnicity have also been linked to cultural 
commitment and level of acculturation. Ponterotto, Alexander, and Hinkston 
(1988) found that African-Americans who reported a strong commitment to 
African-American culture expressed a firmer preference for an ethnically similar 
therapist, and ranked an ethnically similar therapist higher among their preferences 
than did those who expressed a weak cultural commitment. This finding was later 
replicated by Johnson and Lashley (1989) with American-Indians, and in the study 
mentioned before by Bennett and BigFoot-Sipes (1991) with American-Indians and 
Whites. In a study of Mexican-American college students, Sanchez and Atkinson 
(1983) found that Mexican-Americans with a strong commitment to their traditional
2 The Cross model (Cross, 1971, 1991) consists of five stages of Black identity development; pre- 
encounter, encounter, immerson-emersion, internalisation, intemalisation-commitment.
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culture expressed a greater preference for ethnically similar therapists than did 
those who expressed a weak cultural commitment. This finding was subsequently 
replicated by Sanchez and King (1986) with the same population. Including 
participants’ level of acculturation as a variable of interest, Atkinson, Wampold, 
Lowe, Matthews, and Ahn (1998) assessed the therapist preferences of a college 
sample of Asian-Americans who were identified as low, medium or high in level of 
acculturation. Atkinson et al. (1998) concluded that less acculturated students 
expressed stronger preferences for an ethnically similar therapist than did the more 
highly acculturated students.
The results of research assessing the effects of ethnicity on preference for therapist 
ethnicity seem to suggest that within-group variables may interact with ethnicity 
and influence preference for therapist ethnicity. The variables that have been found 
to interact with ethnicity include acculturation for American-Indians and Hispanics, 
cultural commitment for Asian-Americans, American-Indians and Hispanics, and 
ethnic identity development and cultural mistrust for African-Americans. These 
findings seem to indicate that, across all the ethnic groups examined, low 
acculturated and highly culturally committed individuals who were at early stages 
of ethnic identity development (Cross, 1971, 1991 pre-encounter, encounter, 
immersion-emersion), expressed stronger preferences for ethnically similar 
therapists. The link between level of acculturation and ethnic minority preferences 
for therapist-ethnicity is based on the hypothesis that highly acculturated 
individuals interact more comfortably with people representing mainstream culture 
than their less acculturated counterparts.
Perceived therapist credibility
A total of 13 studies examining the effects of ethnicity on perceived therapist 
credibility were found. African-Americans served as participants in six of these 
studies, Asian-Americans in three, Hispanics in four, and one employed Whites as 
one of the participant groups. No study was found that included American-Indians 
as participants.
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Goldberg and Tidwell (1990), assessing African-American high school students’ 
perceptions of therapist credibility, found no evidence that African-American 
therapists were perceived as more attractive than White therapists. Wade and 
Bernstein (1991) found that when African-American clients are allowed to choose 
between an African-American or White therapist, they rated both therapists as 
equally credible. However, Langley (1994) concluded that African-American male 
clients preferred a White therapist even though they rated the African-American 
therapist as more credible.
These conflicting findings with African-American participants may be related to the 
sample group, which featured different stages of ethnic identity development and 
degrees of cultural mistrust. In an analogue study, Watkins and Terrell (1988) 
assigned male and female African-Americans to African-American or White 
therapists and found that African-Americans with high levels of cultural mistrust 
rated White therapists as less credible than African-American therapists. These 
findings were replicated by Watkins, Terrell, Miller, and Terrell (1989). Watkins et 
al. (1989) examined the effects of gender, mistrust and therapist race on evaluations 
of the credibility and competence. They concluded that highly mistrustful African- 
American participants rated White therapists as less credible and less competent 
than African-American therapists. These findings seem to indicate that if an 
African-American exhibits a high level of mistrust of Whites in the broader society, 
he/she may not trust a White therapist. Pomales, Claibom, and LaFromboise 
(1986) found that African-American students perceived White therapists who 
openly acknowledged issues of race and culture to be more expert, trustworthy and 
attractive than those therapists who did not attend to such differences. This study’s 
findings appear to suggest that White therapists who acknowledge the presence of 
racism and are able to empathise with the oppression that this client group 
experience in the dominant culture are perceived as more credible than the 
therapists who ignored these issues.
Acknowledging cultural issues in therapy is also important in work with Asian- 
Americans. Therapists who attend to cultural and racial differences are perceived 
as more credible and culturally more competent than those who ignore such 
differences. Including participants’ level of acculturation as a variable of interest,
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Atkinson and Matsushita (1991) concluded that Asian-Americans, irrespective of 
their level of acculturation, rated an ethnically similar therapist as more credible 
than a White therapist. Incorporating a more complex design, Gim, Atkinson, and 
Kim (1991) exposed Asian-Americari students to Asian-American therapists or 
White-American therapists, and to two levels of therapist cultural sensitivity 
(culture-sensitive and culture-blind). In the culture-sensitive condition, therapists 
acknowledged and discussed the importance of race and/or cultural differences, 
whereas in the culture-blind condition therapists ignored such differences and 
instead attended to commonalities across individuals. These authors concluded that 
Asian-American students preferred Asian-American therapists over White- 
American therapists, and rated the culture-sensitive therapists as more credible and 
culturally competent than culture-blind therapists. Akutsu, Lin and Zane (1990) 
found a direct relationship between therapist credibility and the utilisation of 
therapeutic services by Chinese students and White students. These findings seem 
to indicate that culture is an important factor in the study of Asian-American mental 
health. The question that arises here is: why is attendance to culture and cultural 
issues so important to this ethnic group?
Ponce and Atkinson (1989) reported that Mexican-Americans rated a Mexican- 
American therapist as more competent to help them than they did a White- 
American therapist. Similar findings were reported in a replication of this study 
(Lopez, Lopez, & Fong, 1991). However, Hess and Street (1991) found that 
therapist ethnicity did not have an effect on Mexican-American high school 
students’ perceptions of therapist credibility, regardless of their level of 
acculturation. Similar findings were subsequently reported by Atkinson, Casas and 
Abreu (1992) with Mexican-American college students. Atkinson et al. (1992) 
identified Mexican-American college students as low, medium, or high in 
acculturation. They were then randomly assigned to Mexican-American or White- 
American therapists and to culture-sensitive or culture-blind therapists. They found 
that culturally responsive therapists received higher ratings irrespective of client 
acculturation or therapist ethnicity. The results of this study appear to suggest that 
perceived therapist credibility may be a function of culturally responsive approach 
rather than ethnic similarity.
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The results of research assessing the effects of ethnicity on perceived therapist 
credibility for African-Americans and Hispanics showed an even split between 
studies that found an ethnicity effect and those that did not. These mixed findings 
appear to be related to individual variables, such as stage of ethnic identity 
development and cultural mistrust for African-Americans, and cultural commitment 
and acculturation for Hispanics. However, the present review provides consistent 
evidence that Asian-American clients perceive an ethnically similar therapist as 
more expert, trustworthy and attractive than an ethnically dissimilar therapist. The 
findings of studies assessing the effects of ethnicity on perceived therapist 
credibility have important implications for counselling psychologists and other 
mental health practitioners working with these ethnic groups. These include taking 
into account individuals’ level of acculturation and assessing the impact of 
acculturative stress on the clients’ presenting problems, and adopting a culturally 
sensitive approach as opposed to a culture-blind approach.
Perceived therapist facilitative conditions
Ten studies were found that examined the relationship between therapist-client 
ethnic similarity and the level of facilitative conditions offered by the therapist. 
African-Americans served as participants in five of these studies, of which three 
employed White participants. Two of the 10 studies employed only Whites, and 
two recruited Hispanics and Whites as participants. Asian-Americans made up one 
of the participant groups in two of these studies.
In an analogue study, Sladen (1982) found that African-American and White 
students rated therapist empathy, therapist-client attraction, cognitive similarity, 
and client improvement highest when the therapist and the clients were matched on 
ethnicity and social class. Folensbee, Draguns, and Danish (1986) exposed 
African-American, Puerto Rican and White students to therapists who used either 
affective responses or closed questions, and found that all ethnic minority clients 
included in the study responded more favourably to an affective approach. They 
rated therapists who used affective responses higher in credibility than therapists 
who responded with closed questions, irrespective of their ethnicity. However, 
Greene, Cunningham, and Yanico (1986) found that African-American college 
students expected African-American therapists to be more empathic than White
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therapists. In an analogue study, Berg and Wright-Buckley (1988) found that both 
African-American and White participants had more positive impressions and liked 
African-American therapists more than they did White therapists. However, Wade 
and Bernstein (1991) assigned African-American female participants to 
experienced therapists (same or different race) and to two levels of therapist 
cultural sensitivity (culture-sensitive and culture-blind). African-American 
participants rated the culture-sensitive therapists higher in empathy and 
unconditional positive regard, irrespective of their ethnicity.
Employing an analogue design, Borrego, Chavez and Titley (1982) examined the 
effects of therapist interviewing techniques on the willingness to self-disclose, and 
the perception of the therapeutic conditions offered, among White and Mexican- 
American college students. Participants were exposed to an audio-tape of a session 
in which probing, disclosing or reflecting statements were made by the therapist. 
They were then asked to rate their reactions to the session. No differences in 
participants’ willingness to disclose or their ratings of perceived therapist 
facilitative conditions were found. Examining White-Canadian high school 
students’ ratings of the therapist’s effectiveness, Lee, Sutton, France, and 
Uhlemann (1983) found that White students rated the White therapist higher than 
ethnic minority therapists on facilitative conditions. However, Redfem, Dancey, 
and Dryden (1993), in a study conducted in the UK, found that White university 
students rated empathic therapists higher on attractiveness and expertness than non- 
empathic therapists, regardless of their gender and ethnicity. Similarly, Akutsu et 
al. (1990) found a direct relationship between therapist communication of empathy 
and Chinese college students’ perceptions of therapist credibility. In a similar vein, 
Sue, Yau, and Mao (1995) found that communication of cultural empathy increased 
the credibility of the therapist among Asian international students.
The results of research assessing the effects of ethnicity on perceived therapist 
facilitative conditions appear to suggest that African-Americans have more 
favourable perceptions of African-American therapists than of White therapists, 
thus reinforcing an ethnic similarity effect for this population group. It could be 
suggested that cultural mistrust stemming from an historical exposure to and/or 
current experiences of racism and discrimination may cause African-American
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clients to regard White therapists as unable to empathise with the oppression that 
they feel and or experience in the dominant society. As a result they may have less 
favourable perceptions/impressions of White therapists.
Client self-disclosure
Client self-disclosure is regarded as essential to the development of the therapeutic 
alliance and to counselling effectiveness (Ridley, 1984). Similarly, therapist self­
disclosure has been shown to enhance client perceptions of a therapist and facilitate 
client self-disclosure (Hendrick, 1987). Four studies were found that examined the 
effects of therapist-client ethnic similarity on client self-disclosure. African- 
Americans were included in three of these studies, Whites were recruited in two 
and Hispanics were included in one.
Borrego et al. (1982) examined the effects of therapist disclosing techniques on the 
willingness to self-disclose among White and Mexican-American college students 
and found no differences in participants’ willingness to self-disclose. In a peer 
counselling analogue study, Berg and Wright-Buckley (1988) assigned African- 
American and White female students to African-American and White female 
interviewers, and to two levels of interviewer intimacy (intimate and superficial). 
The authors reported that African-American participants liked, formed more 
positive impressions, and disclosed more personally to intimately disclosing White 
interviewers. The findings of this study seem to indicate that the White 
interviewers’ intimate self-disclosures interacted with ethnicity effect and enhanced 
the African-American participants’ perceptions of White interviewers and the depth 
of their self-disclosures.
However, in another analogue study, Wetzel and Wright-Buckley (1988) reported 
that intimate self-disclosure by White therapists led to a slight decrease in the 
number and depth of African-Americans’ self-disclosures. On the other hand, 
African-American therapists’ self-disclosures increased the number and depth of 
intimate disclosures by African-American participants. Shared ethnic/cultural 
backgrounds and experiences (e.g. possible experiences of racism, prejudice and 
discrimination) may have facilitated the establishment of natural empathy and 
increased the number and depth of self-disclosures in African-American clients.
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In a more complex analogue study, Thompson, Worthington and Atkinson (1994) 
examined the effects of therapist content orientation (cultural and universal), 
therapist race, and participants’ cultural mistrust (low and high) on the number and 
depth of participants’ self-disclosures and willingness to return to therapy. 
Thompson et al. (1994) found that African-Americans disclosed more intimate 
information to therapists in the cultural condition, irrespective of their ethnicity. 
They further reported that African-Americans with higher levels of cultural mistrust 
disclosed more intimate information to African-American therapists. In general, 
the reluctance of African-American clients to disclose to White therapists may be a 
survival reaction in a racist society where many elements of the environment are 
perceived as potentially dangerous.
The results of the four studies examining the effects of ethnicity on client self­
disclosure have been mixed. However, the results of two of these studies suggest 
that African-American participants disclose more intimately to African-American 
therapists. Cultural mistrust was found to be related to the number and depth of 
African-Americans’ self-disclosures.
Summary of counselling process research
Only one of the 13 studies reported no preference effect (Atkinson et al. 1984, for 
Asian-Americans) and one reported preference for different race (Bernstein et al. 
1987, for African-Americans and Whites). The studies reported consistent 
evidence that across all four ethnic minority groups included in the current review 
there is a clear preference for an ethnically similar therapist over an ethnically 
dissimilar therapist. Focusing on within-group differences, two of the 13 studies 
included participants’ level of acculturation as a variable of interest, five assessed 
their cultural commitment, four incorporated measures of ethnic identity 
development in their design, and two included the type of presenting problem 
(academic or personal problems) to determine whether these individual variables 
were related to preferences for therapist ethnicity. The results of these studies seem 
to suggest that it is not ethnic matching per se but within-group variables that 
interact with ethnicity and influence preference for counsellor ethnicity.
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Nine of the 13 studies that examined the effects of ethnicity on perceived therapist 
credibility found ethnicity effect. Studies that employed African-American and 
Hispanic populations were evenly divided between those that found an ethnicity 
effect and those that did not. However, all three studies with Asian-Americans 
provided consistent support for the effects of ethnicity on perceived therapist 
credibility.
Four of the 10 studies that examined the relationship between therapist-client ethnic 
similarity and perceived therapist facilitative conditions reported ethnic similarity 
effects. Three of these studies used African-Americans as participants. Of the two 
studies that employed only Whites, one reported evidence of a positive same-race 
effect. The studies in which Asian-Americans and Hispanics were recruited as 
participants failed to find an ethnic similarity effect. The results of these studies 
seem to suggest that African-American participants have more favourable 
perceptions of African-American therapists than of White therapists, thus 
reinforcing an ethnic similarity effect for this group.
Of the four studies in which client self-disclosure was the dependent variable, two 
found an ethnic similarity effect. African-Americans served as participants in both 
of these studies; one found preference for different race (Berg & Wright-Buckley, 
1988, with African-Americans), and another (involving Hispanics and Whites) 
found no evidence of ethnicity effect.
Most of the studies reviewed on the effects of therapist-client ethnic similarity on 
therapeutic process employed analogue research designs, and are therefore subject 
to the limitations inherent in these designs. Analogue studies are investigations that 
simulate actual counselling conditions. They involve brief contacts (using video or 
audio-tapes of counselling interactions, or conducting brief interviews, role-plays, 
or simulated therapy sessions) between hypothetical therapists and clients, 
following which they can be asked to rate the effectiveness (e.g. perceived therapist 
credibility and facilitative conditions, client satisfaction) of the session. This is as 
opposed to field studies, in which data are collected from real clients in actual 
therapy, or archival studies, in which the case records of actual clients are 
examined).
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Analogue studies have also relied heavily on student samples. Students tend to be 
more acculturated and/or more culturally conscious than the general population. 
Such intervening variables may be confounded with ethnicity and therefore limit 
the generalisability of these studies’ findings. In addition, students are more likely 
to be aware of the purpose of the study. This, combined with the sensitivity 
surrounding the issue of race and ethnicity, may generate socially desirable 
responses, which in turn threatens the external validity of such studies.
The use of brief and simulated therapy sessions between hypothetical therapists and 
clients is another major limitation of these studies. The question that arises here is: 
to what extent does a simulated therapy session resemble aii actual therapy session? 
Moreover, to what degree do hypothetical clients’ ratings of therapeutic process 
variables after only one session reflect an actual therapeutic process that is built 
over many therapy sessions? These limitations restrict the conclusions that can be 
drawn from analogue studies and the generalisability of the findings to actual 
counselling interactions.
Research examining the effects of ethnic similarity on therapeutic process has also 
been criticised for employing simplistic designs that have failed to assess the effects 
of interacting variables that could account for counterbalancing effects. However, 
it is evident from this review’s findings that preferences for therapist ethnicity and 
perceived therapist credibility are related to individual differences. Thus, it appears 
that research has evolved from simply identifying between-group differences to 
incorporating more complex and sensitive research designs that could identify and 
assess the effects of individual differences within various ethnic minority groups.
Despite these limitations, the present review provides support for the hypothesis 
that ethnic minority clients prefer an ethnically similar therapist over an ethnically 
dissimilar therapist. In addition, this review found that some ethnic minority clients 
perceive an ethnically similar therapist to be more credible, trustworthy, and expert 
than an ethnically dissimilar therapist. In particular, the current review found that 
clients’ individual differences interact with ethnicity and influence the therapeutic 
process.
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Effects of ethnicity on therapeutic outcome
The reviews of outcome research by Harrison (1975), Atkinson (1983), and 
Abramowitz and Murray (1983) concluded that the research examining therapist- 
client ethnic similarity or dissimilarity on therapeutic outcome had yielded 
conflicting findings and therefore provided very little support for the superiority of 
ethnically similar therapeutic dyads.
For the purpose of the current study, therapeutic outcome research has been 
categorised under two categories of outcome variables: (a) client satisfaction and 
willingness to return, and (b) dropout rates and length of treatment.
Client satisfaction and willingness to return
Only four studies were found that examined the effects of therapist-client ethnic 
similarity on client satisfaction and willingness to return. African-Americans were 
recruited in three of these studies and Hispanics and Whites were recruited in the 
fourth study.
Borrego et al. (1982) reported that both Mexican-American and White-American 
students were more willing to return for a second therapy session when the therapist 
used probing statements rather than reflecting or disclosing statements. Sherman 
(2000) examined five different factors that were hypothesised to have an impact on 
a client’s and a therapist’s perception of client satisfaction with a therapy session. 
These included therapist’s age, experience, level of client education, pathology, and 
ethnic similarity between therapist and client. This study found no significant 
effect for therapist-client ethnic similarity. In an analogue study, Wade and 
Bernstein (1991) assigned African-American women to experienced therapists 
(same or different race) who displayed either culture-sensitive or culture-universal 
approaches. African-American women who were exposed to culture-sensitive 
therapists expressed greater satisfaction with therapy and returned for more follow- 
up sessions than did clients who were assigned to a culture-universal approach. 
Similar findings were reported by Thompson et al. (1994). They reported that 
African-American female students who were exposed to the ‘cultural content 
condition’ expressed a greater willingness to return to counselling than did 
participants in the ‘universal content condition’, irrespective of therapist ethnicity.
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The results of studies examining the effects of ethnicity on client satisfaction and 
willingness to return to therapy seem to indicate that this variable may have 
interacted with therapists’ therapeutic approach rather than ethnic similarity. 
African-Americans served as participants in all of these studies, suggesting that this 
interaction may be limited to African-Americans. It could be that White therapists’ 
attendance to cultural issues, including their acknowledgement of racism and 
oppression that African-Americans experience in the majority White culture, was 
influential in the African-American clients’ decision to return to therapy.
Dropout rates and length of treatment
Ten studies were found that assessed the impact of therapist-client ethnic similarity 
or dissimilarity on client dropout rates and length of treatment. African-Americans 
were recruited as a participant group in seven of these studies, whereas six used 
Hispanics, five recruited Asian-Americans, and three employed Whites as one of 
the client groups.
Wade and Bernstein (1991) reported that African-American clients who were 
assigned to an African-American therapist were less likely to drop out of treatment 
than were African-Americans assigned to a White therapist. Incorporating a more 
complex design, Terrell and Terrell (1984) reported that African-American clients 
with high levels of cultural mistrust were more likely to terminate therapy when 
they were assigned to a White therapist than when they were assigned ah African- 
American therapist.
In an archival study, Flaskerud (1991) studied the case records of hundreds of 
Asian-Americans seen in Los Angeles mental health centres between 1983 and 
1988, and found that Asian-American clients who were matched with ethnically 
similar therapists had lower dropout rates and attended more sessions than Asian- 
American clients who were seen by ethnically dissimilar therapists. Similarly, 
examining archival data Flaskerud and Liu (1990) reported better therapeutic 
outcomes for Asian-American clients who had been treated by an ethnically similar 
therapist than for those who had been treated by a White therapist.
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In an analysis of archival data, Flaskerud (1986) examined the case records of 
African-American, Mexican, Asian-American and White clients treated in various 
community mental health centres in the USA, and found that those clients who 
were ethnically matched with their therapist were less likely to drop out of therapy 
than were clients in dissimilar dyads. In a similar vein, conducting a large-scale 
archival study of the effects of ethnicity on the dropout rates, length of treatment, 
and treatment outcome, Sue, Fujino, Hu, Takeuchi and Zane (1991) found that for 
all ethnic minority groups included in the study (Asian-Americans, Mexicans and 
Whites), ethnic match between therapist and client was associated with lower 
dropout rates. Sue et al. (1991) further found that ethnic match was related to 
length of treatment for all groups. In addition, they concluded that among clients 
who did not speak English as a primary language, ethnic and language match was a 
predictor of length and outcome of treatment. However, in a methodological 
replication of the Sue et al.’s (1991) study, Martin (1994) examined the case 
records of 2,223 clients (African-Americans, Mexican-Americans and Whites) and 
found that therapist-client ethnic matches were not significantly related to dropout 
rates or number of therapy sessions.
O’Sullivan and Lasso (1992) found that Hispanic clients who were matched with 
Hispanic therapists had lower dropout rates than those treated by non-Hispanic 
therapists. Similarly, in an analysis of archival data, Yeh, Eastman and Cheung 
(1994) found that therapist-client ethnic match was a significant predictor of both 
dropout rates and total number of sessions attended for Mexican-Americans, and 
dropout rates alone for African-Americans. More recently, in an archival study, 
Jerrell (1998) found that African-American, Asian-American and Hispanic clients 
stay in treatment longer if served by an ethnically matched therapist.
The results of research assessing the effects of ethnicity on dropout rates and length 
of treatment provide strong support for the superiority of ethnically similar 
therapeutic dyads across all the groups examined. Since low dropout rates and 
increased length of treatment have been associated with positive therapeutic 
outcome (Sue et al., 1994; Gray-Little and Kaplan, 2000), these findings have 
important implications for counselling psychology/psychologists working with 
ethnic minority clients.
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Summary of therapeutic outcome research
The results of research assessing the effects of ethnicity on client satisfaction and 
willingness to return yielded no ethnic similarity effect. Of four studies examining 
the effects of ethnic similarity between therapist and client on client satisfaction and 
willingness to return, none found an ethnic similarity effect, suggesting that this 
phenomenon may be a function of therapist cultural orientation.
Of 10 studies that examined the effects of therapist-client ethnic similarity or 
dissimilarity on dropout rates and length of treatment, nine reported a significant 
ethnic similarity effect. Of these nine studies, African-Americans served as a 
participant group in five, Hispanics were also involved in five and Whites were 
participants in two. All five studies that involved Asian-Americans provided 
consistent support for the effects of ethnicity on dropout rates and treatment 
outcomes.
Unlike the earlier reviews, which mostly reviewed analogue studies, the current 
review of mainly archival studies provides consistent support across various ethnic 
minority groups for the premise that therapeutic outcomes are enhanced if ethnic 
minority clients are served by an ethnically similar therapist rather than an 
ethnically dissimilar therapist. The current review’s strong support for an ethnic 
similarity effect on therapeutic outcome arises from the findings of seven archival 
studies examining the case records of actual clients.
Most of the studies reviewed on therapeutic outcome ignored within-group 
differences, and thus failed to assess the effects of interacting variables. Of the 14 
studies that examined the effects of ethnicity on therapeutic outcome, only three 
incorporated within-group differences in their design. Therapist cultural orientation 
(Wade & Bernstein, 1991; Thompson et al. 1994) and cultural mistrust (Terrell & 
Terrell, 1984) were found to interact with ethnic similarity between therapist and 
client. As was found to be the case in research on therapeutic process, it is not 
ethnic similarity per se, but intervening variables that interact with ethnicity and 
influence therapeutic outcome. Furthermore, none of the studies reviewed in this 
section controlled for clients’ previous experience in therapy or prior exposure to 
ethnically similar or dissimilar therapists. Moreover, the designs of the majority of
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these studies ignored individual variables such as age, gender, socio-economic 
status, education level, attitudes and values, all of which may be confounded with 
ethnicity. Thus, the internal validity of these studies may be questioned.
Despite the above limitations, the research on therapeutic outcome provides support 
for the superiority of ethnically similar therapeutic dyads.
Discussion
The current review provides consistent evidence that it is not ethnic similarity per 
se, but within-group variables that interact with ethnicity and influence therapeutic 
process. In addition, a series of recent archival studies provides consistent evidence 
that therapeutic outcomes are enhanced (lower dropout rates and increased length 
of treatment) if clients are served by an ethnically similar therapist rather than^an 
ethnically dissimilar therapist. Nevertheless, the present review suffers from some 
general limitations inherent in the ethnic matching research. All of the studies 
reviewed but one (Redfem, Dancey & Dry den, 1993) had been conducted in the 
USA. Thus, the current review was restricted to published studies examining the 
effects of ethnicity on therapeutic process and outcome among various ethnic 
minority groups residing in the USA. Moreover, none of the studies incorporated 
individual differences among therapists in their research design. Ignoring therapist 
characteristics that may influence ethnic minority client perceptions of trust, 
credibility and respect seems problematic. In addition, the review revealed no 
qualitative studies exploring ethnic minority clients’ subjective perceptions and 
personal accounts in therapy. Despite these limitations, the current review provides 
support for the superiority of ethnically similar therapeutic dyads.
Implications for counselling psychology practice and training
Research on dropout rates and length of treatment provides strong and consistent 
evidence that ethnic minority clients are more likely to utilise counselling 
psychology services if served by an ethnically similar counselling psychologist 
rather than an ethnically dissimilar counselling psychologist. Thus, the current 
review provides strong support for the recruitment and training of more ethnic 
minority counselling psychologists to serve this client group. As a result of recent
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global migration, the proportions of ethnic minority groups in Western countries are 
rapidly increasing. Hence, counselling psychology needs to be more proactive and 
place a greater emphasis on career promotion in colleges and universities, recruiting 
more ethnic minority students, and designing suitable training programmes for 
trainees in order to be able to offer optimal mental health services to this rapidly 
growing client group.
However, some cautionary notes need to be added. Cultural categorisation may do 
a disservice to the client and the therapeutic relationship. In particular, when 
clients have become enculturated into a culture different to the one into which they 
were born, assigning them to an ethnically similar therapist may not be required or 
appropriate. Hence, a systematic ethnic matching between therapist and client done 
purely on the basis of race or colour could imprison both the therapist and the client 
in their own racial and cultural identity (Kareem, 2000). This is not socially 
desirable, nor is it moral, and it implies that Tikes’ should only counsel Tikes’ 
(Laungani, 1999). Nevertheless, counselling psychology and other mental health 
therapeutic services should adhere to the requests of the individual clients.
Implications for theory
Research on the influence process in therapy began in the 1960s, stimulated by 
attitude and opinion change research in social psychology and also by writers such 
as Goldstein, Heller and Sechrest (1966) and Strong (1968), all of whom advocated 
a connection between social psychological and psychotherapeutic research. 
Goldstein and his colleagues had previously argued that extrapolation of certain 
principles and research findings in social psychology to counselling psychology can 
increase our understanding of therapy and our effectiveness as therapists 
(Goldstein, 1966; Goldstein & Dean, 1966; Goldstein et al. 1966). However, 
according to Heppner and Claibom (1989), it was Strong’s (1968) article that 
spearheaded social influence research in therapy. Until then, little was known 
about the therapeutic process and how clients viewed therapy and the therapist.
Strong’s (1968) interpersonal influence model of counselling identifies specific 
variables (especially therapist variables such as perceived expertness, attractiveness 
and trustworthiness) with which to examine the therapeutic process and outcome.
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According to Strong’s model, interpersonal influence can be conceptualised as a 
two-phase process. In the first phase, the therapist increases his/her “influence 
power” (1968, p.223) over the client by enhancing his/her perceived credibility 
(expertness and trustworthiness) and attractiveness (liking, similarity and 
compatibility) in order to improve the client’s involvement in therapy. Having 
established such perceptions, the therapist then in the second phase uses his/her 
influence power in a therapeutic manner to bring about desired changes in the 
client’s affect, cognition and behaviour, enabling the client to achieve his/her goals.
Overall, the present review provides support for Strong’s (1968) model of 
interpersonal influence, which proposes that change (of attitude and behaviour) is 
influenced by perception of therapist credibility (expertness and trustworthiness) 
and therapist attractiveness (liking and similarity). These perceptions increase 
client involvement in the therapeutic process and subsequently enhance the working 
alliance. In line with Strong’s model, the results of research assessing the effects 
of ethnicity on therapeutic process and outcome seem to suggest that ethnic 
minority clients in general perceive an ethnically similar therapist as more expert, 
trustworthy and attractive than an ethnically dissimilar therapist. They are therefore 
more likely to stay and benefit from therapy when served by an ethnically matched 
therapist. In addition, the findings of the current review appear to indicate that 
variables such as clients’ level of acculturation, cultural mistrust, cultural 
commitment, and stage of ethnic identity development may interact with ethnicity 
and influence the therapeutic process and outcome in an ethnically matched dyad.
Recommendations for future research
The following recommendations are offered for continued ethnic similarity 
research. To date, most of the research examining the effects of ethnic similarity on 
the therapeutic process has employed analogue designs. Researchers need to move 
away from the overuse of brief analogue methodologies and conduct more studies 
in naturalistic settings to assess the effect of ethnicity on the therapeutic process 
over time with actual clients. Mental health centres seem to be the most 
appropriate source for collecting archival data without causing adverse effects on 
clients. Furthermore, future research on the effects of ethnicity on therapeutic
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outcome should take into account within-group differences (e.g. gender, age, socio­
economic status, clients’ previous experiences in therapy, attitudes and values, 
cultural commitment, ethnic identity development, acculturation) and assess the 
effects of such interacting variables. Further research needs to assess therapist 
individual differences that may influence ethnic minority client perceptions of 
credibility, trust and respect. Moreover, research on ethnicity and therapeutic 
process and outcome to date has relied heavily on student samples and on ethnic 
minority groups residing in the USA. Future study needs to go beyond student 
samples of convenience and include more diverse ethnic populations. Researchers 
also need to move away from the overuse of quantitative studies and explore the 
effects of ethnicity on therapeutic process and outcome using qualitative data.
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C l ie n t s ’ Ex pe r ie n c e s  o f  T h er a py  in  E t h n ic a l l y  Sim il a r
C o u n sellin g  D yads
ABSTRACT: Existing literature on the effects o f therapist-client 
ethnic similarity on therapeutic process and outcome consists 
primarily o f experimental analogue studies. Twelve participants were 
interviewed about: i) their experience o f the therapeutic process and 
their evaluation o f therapeutic outcome, and ii) the ways in which they 
perceived matching to have influenced therapeutic process and 
outcome. Interpretative phenomenological analysis o f the transcripts 
yielded. four main themes: sharing the same ethnic/cultural 
background, empathic understanding and acceptance, same-gender 
experiences and understanding, and sense o f security and 
reassurance. The results suggest that although same-gender 
experiences and understanding, sense o f security and reassurance, 
and empathic understanding and acceptance, influenced the 
therapeutic process and outcome, ethnic matching was reported as the 
most influential factor. Implications fo r counselling psychology 
practice, training and theory are discussed.
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C l ie n t s ’ E x pe r ie n c e s  o f  T h er a py  in  E t h n ic a l l y  Sim il a r
C o u n sellin g  D yads
Introduction
The question of whether ethnic similarity between the client and the therapist leads to 
better therapeutic outcome has been the cause of a long-standing controversy, the two 
sides of which are known as the proponents of intracultural counselling and the 
proponents of cross-cultural counselling, respectively (Atkinson, 1983). Proponents of 
intracultural counselling argue that demographic similarity appears to reduce the social 
distance between client and therapist and enhance the likelihood of shared beliefs. 
They further maintain that therapists who are ethnically similar to their clients will 
have had similar experiences and are therefore more likely to understand their clients’ 
problems, and are best prepared to help their clients to overcome them (Atkinson and 
Schein, 1986). Proponents of cross-cultural counselling, on the other hand, emphasise 
the role of common therapeutic factors including the therapeutic relationship. They 
maintain that by attending to and with respect for differences, culturally-sensitive 
therapists should be able to overcome cultural differences just as they must overcome 
other differences (e.g. of religion, sexuality, gender, education and socio-economic 
status) in order to develop a working alliance with their culturally different clients 
(Vontress, 1988).
Research on the role of ethnicity in counselling psychology and psychotherapy has a 
relatively brief history. In 1970 Sattler reviewed research on ethnicity effects in 
psychotherapy and found only three studies. Since then, however, a substantial 
proportion of counselling psychology and psychotherapy research with ethnic minority 
clients has been devoted to the question of whether ethnic similarity between the client 
and the therapist leads to better therapeutic outcomes. Four major reviews examining 
the effects of ethnicity on therapeutic process and outcome have appeared in the 
literature in the past 25 years (Harrison, 1975; Sattler, 1977; Abramowitz and Murray, 
1983; Atkinson, 1983). The conclusions drawn in these reviews are mixed. Sattler 
(1977) reviewed research on the effects of therapist-client ethnic similarity in therapy
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and found that there are no significant differences in treatment outcome, length of 
treatment or Black client reports of satisfaction when treated by either Black or White 
therapists. Harrison (1975), Atkinson (1983), and Abramowitz and Murray (1983) all 
reviewed studies that had examined various measures of therapeutic process and 
outcome, and found an even split between studies that had found an ethnic similarity 
effect and studies that had not.
However, in a review of the most recent research (carried out in the 1980s and 1990s), 
Farsimadan (2001) found that ethnically similar counselling dyads are associated with 
more positive therapeutic process and outcome than are ethnically dissimilar dyads. 
The findings of this review provide consistent evidence that most ethnic minority 
clients prefer an ethnically similar therapist over an ethnically dissimilar therapist, and 
at least some ethnic minority clients assign higher credibility to an ethnically similar 
therapist, disclose more intimate information, have more favourable perceptions, are 
more likely to utilise counselling psychology and psychotherapeutic services, and stay 
longer in therapy when served by an ethnically matched therapist. In addition, this 
review clearly suggests that it is not ethnic matching per se, but intervening 
variables/processes such as acculturation, cultural commitment, cultural mistrust, and 
stage of ethnic identity development that interact with ethnicity and influence 
therapeutic process and outcome. It can be argued that, though possible, it is difficult 
for an ethnically dissimilar therapist to assess the effects of such intervening variables 
on the process and outcome of therapy.
The ethnic matching research to date has primarily employed ianalogue research design 
(Farsimadan, 2001). Analogue studies are investigations designed to simulate actual 
therapy conditions; they involve brief contacts between hypothetical therapists and 
clients, following which they can be asked to rate the effectiveness (satisfaction, 
rapport, level of interaction, etc.) of the session. The question that arises here is: to 
what extent does a simulated therapy session resemble an actual therapy session? 
Moreover, to what degree do hypothetical clients’ ratings of therapeutic process 
variables after only one session reflect an actual therapeutic process that is built over
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many therapy sessions? Analogue studies have also relied heavily on student samples. 
Students tend to be more acculturated and/or more culturally conscious than the 
general population. In addition, students are more likely to be aware of the purpose of 
the study. This, combined with the sensitivity that is present around the issue of race 
and ethnicity, may generate socially desirable responses, which in turn threatens 
external validity in such studies.
Accordingly, Farsimadan’s review of ethnic matching research since the 1980s found 
no qualitative studies with ethnic minority clients (2001). Thus far, the research that 
has been conducted on the effects of therapist-client ethnic similarity on therapeutic 
process and outcome has tended to be structured and quantitative, giving no sense of 
this client group’s experiences and perceptions/accounts in therapy. In other words, 
we still do not know to date what clients from ethnic minority groups actually think 
and feel about ethnic matching between themselves and their therapists.
Thus far, the majority of researchers examining the effects of ethnicity on the 
therapeutic process and outcome have failed to offer a theoretical framework to 
understand the ethnic similarity effect. In Farsimadan’s (2001) review, apart from two 
studies (Atkinson, Furlong, and Poston, 1986; Wade and Bernstein, 1991) that gave 
Strong’s (1968) interpersonal influence model of counselling a cursory mention, none 
cited a theoretical model.
Strong (1968) identified specific variables (especially therapist variables such as 
perceived expertness, attractiveness and trustworthiness) with which to examine the 
therapeutic process and outcome. Strong affirms that perceived therapist expertness is 
influenced by “a) evidence of specialised training such as diplomas, certificates, titles, 
b) behavioural evidence of expertness, such as rational and knowledgeable arguments 
and confidence in presentation, and c) reputation as an expert” (p.216). Perceived 
therapist trustworthiness is considered to be a function of “a) his reputation for 
honesty, b) his social role, such as physician, c) his sincerity and openness, and d) his 
perceived lack of motivation for personal gain” (p.217). Strong asserts that perceived
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therapist attractiveness is based on perceived similarity (background, opinions, 
beliefs), liking and compatibility. Strong proposes a two-stage interpersonal influence 
model of counselling. According to this model, interpersonal influence can be 
conceptualised as a two-phase process. In the first phase, the therapist increases his/her 
“influence power” (1968, p.223) over the client by enhancing his/her perceived 
credibility (expertness and trustworthiness) and attractiveness (liking, similarity and 
compatibility) in order to enhance the client’s involvement in therapy. Having 
established such perceptions, the therapist then in the second phase uses his/her 
influence power in a therapeutic manner to bring about desired changes in the client’s 
affect, cognition and behaviour, enabling the client to achieve his/her goals. The term 
‘credibility’ has been used to encompass all three of the characteristics theorised to 
contribute to the therapist’s influence power (Ponterotto, Casas, Suzuki, and 
Alexander, 1995; Hoyt, 1996).
Strong and Matross (1973) reformulated the interpersonal influence model in terms of 
force-field. Although they continued to emphasise the role of the therapist and his/her 
influence power in promoting positive change in the client, they also acknowledged 
the active role of the client in the process. In their force-field model, Strong and 
Matross identify three forces that operate simultaneously in therapist-client interaction 
to promote change. The therapist’s social power (attractiveness, expertness and 
trustworthiness) is considered as the force that promotes change in thoughts, feelings 
and actions, whereas opposition (the client’s disagreement with the therapist’s view) 
and resistance (the client’s refusal to consider change) are viewed as the forces that 
inhibit it (Heppner and Claibom, 1989). Thus, according to Strong and Matross’ 
(1973) force-field model, the client is viewed as the inhibitive force (opposing and 
resisting the therapist’s influence) in the influence process.
Strong and Claibom (1982) revised the Strong and Matross’ (1973) model “by 
incorporating interactional principles, such as reciprocal influence and a multilevel 
view of communication”, (Heppner and Claiborn, 1989, p.381). In Strong and 
Claiborn’s (1982) model, the therapist and the client each engage in the influence
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process and neither has a necessarily facilitative or inhibitive role. They further argue 
that change and influence not only occur on the content level of communication, but 
also on the relationship level (Heppner and Claibom, 1989). Heppner and Claiborn 
claim that revisions of the 1968 model have been largely ignored by counselling and 
counselling psychology researchers.
Viewing interpersonal influence as an interactive process, the interpersonal influence 
model of counselling (Strong, 1968; Strong and Matross, 1973; Strong and Claibom, 
1982) was used to inform the interpretation of the data and explore its relevance to the 
ethnic matching field. This study, however, does not seek to test this model.
The aim of the proposed study is to explore experiences, reflections and expectations 
of a group of ethnic minority clients who have been exposed to ethnically matched 
therapists. More specifically, this study explores the participants’ experiences of the 
therapeutic process, their evaluation of therapeutic outcome and the ways in which 
they perceived matching to have influenced therapeutic process and outcome. In 
addition, the current study explores the effects of other variables (both the client’s and 
the therapist’s) that may influence therapeutic process and outcome in an ethnically 
matched counselling dyad. It is hoped that understanding the experiences of this client 
group would enable counselling psychology/psychologists, other therapeutic 
practitioners and services to be better prepared and work more effectively with ethnic 
minority clients.
Method
Participants
Twelve participants that had been exposed to ethnically similar therapists from various 
ethnic backgrounds were recruited from three voluntary agencies working with ethnic 
minority clients in a multiethnic area of London. Attempts were made to recruit male 
and female ethnic minority clients from different backgrounds who had completed 
therapy six months to a year prior to the study. In order to gain some control over the
103
effects of the intervening variables, such as stage of ethnic identity development and 
acculturation, that may interact with ethnicity and influence therapeutic process and 
outcome, participants had to be aged between 30 and 60, and they had to have been 
residing in the UK for 10 years or more. In addition, their English had to be fairly 
fluent.
Voluntary agencies were contacted and meetings were arranged, during which the 
nature and aims of the research were explained. Once the approval of 
agencies/therapists was obtained, they were asked to send their former clients letters 
introducing the researcher and describing the research’s aims and procedures (see 
Appendix A), prior to giving (or withholding) their informed consent (see Appendix 
B). The Information Sheet assured them of confidentiality and their right to non­
participation, and to withdraw at any time, was also emphasised.
Interviewin2 Procedures
Semi-structured interviews were considered to be the most appropriate form of data 
collection for this study. It was believed that they would allow participants to disclose 
and/or explore material that they felt was important. Semi-structured interviews can 
easily be used to attend to the participant’s frame of reference, which was the concern 
of this study. In addition, they give some flexibility in the sequence of questions and 
the amount of time and attention given to different topics, allowing 
interviewers/researchers to be focused as well as open in the course of the interviews.
Participants were interviewed face-to-face about their experiences of therapy using the 
semi-structured schedule reported in Appendix C. The interview schedule mainly 
consisted of open-ended questions based on the research questions. The main topics 
that were covered include: the participant’s subjective perceptions and personal 
accounts of their experiences in therapy when exposed to ethnically similar therapists; 
their views on what constituted an ethnically matched pair; their expectations of the 
matched experience (and the rationale for these) and how it actually felt; their 
experience of the therapeutic process and their evaluation of therapeutic gains (if any);
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and the ways in which they perceived matching to have influenced therapeutic process 
and outcome. This was followed by a demographic questionnaire, eliciting general 
background information.
During the interviewing process, precautionary measures were taken to avoid 
interfering with the purpose of the study. The participants had been informed that the 
study aimed to explore their experiences in therapy. Care was also taken not to 
prompt them at the early stage of the interviews to ethnicity and ethnic matching, 
which was the more specific purpose of the study. All interviews followed a similar 
format, starting with questions that invited the participants to talk about their 
experiences in therapy. These were followed by questions that allowed the participants 
to spontaneously mention or talk about ethnicity and whether this was an influencing 
factor in their therapy or choice of therapist before, during and after their therapy, but 
without prompting. The majority of the participants talked about ethnic matching at 
this stage. Those who attributed their positive experience mostly to ethnic matching 
(all but one) were then probed as to whether their positive experience in therapy could 
be related to factors other than ethnicity. They were then asked about the importance 
of matching in comparison to these other factors. This was done in order to avoid 
influencing the participants’ accounts and get a picture as close as possible to the 
participant’s actual experience in therapy when exposed to an ethnically similar 
therapist. If ethnicity was not mentioned unprompted (in one case), then for the latter 
part of the interview, the participant was informed of the more specific concern of the 
study and their views and experiences regarding the effect of ethnicity in therapy was 
explored.
i ■ -
The flow and content of each interview was directed by the participants. Thus, the 
order of questioning was altered depending on the material each participant presented. 
Hence, questions that were covered before were omitted. In order to check the clarity 
and coherence of the interview schedule a pilot interview was carried out. Issues that 
required clarification or elaboration were identified. At the end of the interviews the 
participants were informed of the more specific concern of the study, and the reason
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why this had not been disclosed before, and they were told that they could withdraw 
their data from the study if they wished without having to justify their reason/s for 
doing so.
The interviews were conducted at the venue of each participant’s choosing. They 
lasted between 20 and 40 minutes, and were audio recorded and transcribed verbatim. 
Pseudonyms were attached to each interview transcript. An interview transcript is 
appended (see Appendix D). Ethical approval was granted by the University of 
Surrey’s Advisory Committee on Ethics (see Appendix E).
Analytic Strategy
The transcripts were analysed using interpretative phenomenological analysis (IPA) 
(Smith, 1996; Smith, Flowers, and Osborn, 1997). IPA provides a systematic 
framework to analyse qualitative data that seeks to examine participants’ subjective 
experiences, cognitions and meaning-making (Smith, 1996). There is also an 
acknowledgment that the findings of any qualitative analysis represent an interaction 
between participants’ accounts and narratives and the researchers’ interpretative 
frameworks. IPA emphasises the individual’s subjective perception and personal 
account of their experiences, as well as recognising the need for the researcher’s 
involvement with the data in the analytic process in order to make sense of the 
individual’s world (Smith et al., 1997). Thus, the analytic framework is 
phenomenological and interpretative. Although it is not claimed that the thoughts of an 
individual are transparent in verbal reports, analysis is undertaken with the assumption 
that meaningful interpretations can be made about that thinking (Smith et al., 1997).
Smith, Jarman, and Osborn (1999) suggest that sound qualitative research should also 
be clear about its process of analysis. The transcripts were read repeatedly. Each 
transcript was analysed for recurrent key words, associations, connections and 
preliminary interpretations. These were then coded with a keyword or phrase that 
captured the essence of the content and represented the emergent themes. Following 
this, a list of themes for each transcript was produced. The next step was to look for
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connections between the themes, both within and across transcripts. Themes that 
appeared to cluster together into new themes were checked against the original 
transcripts. Following this, a final set of super-ordinate themes for the group was 
produced. The next step involved creating a file of transcript quotations for each 
theme.
The current research was evaluated based on Smith’s (1996) and Elliott, Fischer and 
Rennie’s (1999) criteria for evaluating qualitative research (internal coherence and 
grounding in examples). Internal coherence and grounding in examples were applied 
through an inspection and comparison of the raw data against the themes and 
interpretations presented. In addition the research report was checked to see whether it 
was internally consistent and presented a coherent argument. Furthermore, the present 
research was evaluated on the basis of Yardley’s (2000) evaluative criteria 
(transparency and reflexivity). This was achieved by disclosing all relevant aspects of 
the research process. Furthermore, the researcher reflected on how her own ethnicity 
and unconscious cultural communications between herself and the participants may 
have influenced the participants’ views during the interviewing process.
In this paper, interpretations are supported by extracts from the raw data with the aim 
of allowing readers themselves to assess the persuasiveness of the analysis. In these 
quotations, the omission of material is shown by empty square brackets [ ] ; breaks in 
the flow of speech are indicated as ellipsis points (...). Information that appears 
within square brackets has been added for clarification purposes, and pseudonyms 
have been used to indicate the range of different sources of quotations.
Analysis 
Demographic Information
Six males and six females took part in the study. Participants’ mean age was 38.7 
years (range 32-47; SD 5.62). The mean length of residency in the UK was 20 years 
(range 15-37; SD 7.17). Three participants (25%) were West Indian, three (25%) were
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Indian, two (16.6%) were from Pakistan, one (8.3%) was Iranian, one (8.3%) was 
Nigerian, one (8.3%) was from Iraq and one (8.3%) was from Lebanon.
In terms of their highest educational qualifications, eight (66.6%) had a degree or 
diploma, two (16.6%) had qualifications equivalent to GCSEs/O-Levels, and two 
(16.6%) had left school without any qualifications.
As for current occupations, four (33%) were civil servants, two (16.6%) were 
employed by the National Health Service (NHS), two (16.6%) were students, one 
(8.3%) was employed by the Social Services, one (8.3%) was a primary school 
teacher, one (8.3%) was self-employed, and one (8.3%) identified herself as a 
housewife.
Five (41.6%) participants were married, three (25%) were divorced, two (16.6%) were 
co-habiting, and two (16.6%) were single. At the time of study, all the participants 
lived in or around the London area.
Emereent Themes
In speaking about their experiences in therapy, four themes emerged: sharing the same 
ethnic/cultural background, empathic understanding and acceptance, same-gender 
experiences and understanding, and sense of security and reassurance. Themes are 
ordered hierarchically based on the number of the participants who mentioned them 
and the degree of importance they attached to them. An attempt was made to develop 
themes as mutually exclusive and exhaustive of relevant material as possible, 
nevertheless, there are interactions and overlaps between them.
Sharing the Same Ethnic/Cultural Background:
All but one of the participants attributed much of their positive experience in therapy 
to ethnic similarity between themselves and their therapists. Although there was 
diversity among participants related to the manner in which they were matched with 
ethnically similar therapists, there were commonalities across their reported
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Iexperiences in therapy. For instance, Hardeep, who did not express a preference for a 
similar race therapist but was matched with his therapist, reported:
At the beginning ethnic matching wasn’t an issue fo r me. I  didn’t 
really mind, but during the course o f therapy, I  realised that him 
[therapist] being the same ethnic background as me helped me.
So I  say next time I  would express a preference.
Similarly, Mitra, who was also matched with her therapist purely by chance, stated 
that:
The person [therapist] just happened to be there and just 
happened to be from the same ethnic background as me [  ]. Now 
having gone through therapy, I  would definitely make sure that I  
would go fo r a therapist from my own background.
Mitra and Hardeep’s experiences seemed to suggest that ethnic matching influenced 
their experiences in therapy and their views about expressing a preference for an 
ethnically similar therapist in future. Some of the participants who had not expressed 
a preference for an ethnically similar therapist reported experiencing a pleasant feeling 
as soon as they found out that their therapist was of the same race. David described 
his experience:
In the beginning it didn 7 matter to me, I  mean the ethnicity o f the 
therapist, but when I  saw my therapist fo r the first time, I  can 7 
say that I  wasn't happy to see somebody from my own 
background. I  think even that helped us to click and get closer.
Reports such as David’s echo Beutler, Zetzer and Williams’ (1996) findings that the 
strength of the therapeutic alliance may be strengthened by assigning therapists to 
clients with similar ethnicity. Indeed, another commonality that ran through many
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participants’ accounts was that matching enabled them to feel understood and helped 
them express their feelings openly. David and Hardeep’s accounts were representative 
of many of these participants.
I  wasn 7 worried about being misunderstood, which I  think helped 
me talk more freely about my problem, feelings and my views.
(David)
Having a therapist from my own culture made me more at ease 
and helped me talk about my feelings more openly. (Hardeep)
Another commonality that ran through many participants’ accounts was a feeling of 
uneasiness about explaining aspects of their culture to their potential dissimilar 
therapists. Hardeep’s account was representative of this:
I  don’t think that a White therapist would have been able to 
understand the dynamics o f an Asian family, I  mean I  would have 
had to explain to him what that was like and even then I  wouldn 7 
be sure i f  he understood the whole situation and where I  was 
coming from. I  think the whole thing would have been time 
consuming and pointless.
Some discussed their relief at not having to explain aspects of their culture to their 
therapist. Peter said: . ,
I  didn 7 need to explain, kind of, different aspects o f my culture 
because that would have been kind o f tiresome.
It seemed that for Hardeep and Peter, explaining aspects of their culture to an outsider 
would have been a waste of time.
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The data revealed that language/language switching was an additional favourite 
feature of an ethnically similar counselling dyad. The majority of participants reported 
that language switching and bilingualism was beneficial to the therapeutic process. 
David’s statement reflected the view of many:
We kind o f spoke in English but at times when er, when er, it was 
difficult fo r me to find  a word that I  wanted, I  spoke in our own 
language. So that made it easier. [  ]  We could both switch from  
English to our own language and back.
For Mitra, language switching seemed to have facilitated understanding and ease of 
expression, as well as helping with building a rapport and strengthening the 
therapeutic bond. Mitra powerfully described the importance of language switching 
for her:
We spoke from time to time in our own language and say things 
that sometimes I  couldn’t say in English [  J. In my own language 
it was easier to understand and it made a lot more sense. So I  
would say that it [language switching] had a strong, strong 
influence. It had strong influence on everything. I  reckon it helped 
us [Mitra and her therapist] get closer (...) I  mean 
therapeutically.
Mitra’s account echoes Altarriba and Santiago-Rivera’s (1994) findings that by 
allowing the client to switch freely between English and the client’s mother tongue, 
the client could appropriately express content in whichever language was more 
meaningful. They further suggested that language switching could strengthen the 
therapeutic alliance. For some of the participants, language switching facilitated the 
expression of emotions. Shireen said:
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When I  was emotional, I  would automatically switch to Urdu and 
he [therapist] would too. [ ]  I  didn 7 need to look for the word 
that corresponded with my feelings. I f  I  had to do this, it would 
have been quite unreal.
Shireen’s account seemed to indicate that during her sessions she was not preoccupied 
with how to articulate her feelings, which may have interfered with her exploration 
and expression of her affect.
)
In addition, there was a commonality across some of the participants’ accounts about 
their therapist’s understanding of racism and prejudice. Rachel said:
She could understand that there is racism at a young age and that 
can also make you feel different in your adult years. I  didn 7 have 
to explain it and feel what this person was thinking, can they get 
the right idea. [ ]  I  knew that my language wasn 7 misinterpreted 
in any way because o f cultural differences and also I  could speak 
freely about prejudice in England as a female, as a Black female, 
and not feel threatened or upset or embarrassed about it.
Rachel drew attention to her therapist’s understanding of racism and its impact on 
adulthood. This seemed to have facilitated understanding and provided a safe space 
within which she could talk freely about her experiences as a Black female living in a 
White society, without shame or fear of being misunderstood. Rachel’s account 
resonates with Strong’s (1968) interpersonal model of counselling, which asserts that 
perceived therapist attractiveness (e.g., liking) is based on perceived similarity 
(background, belief, opinion), which in turn enhances the client’s involvement in 
therapy.
Rachel also made a distinction between emotional understanding and understanding 
arising from experiences in common with her therapist. Rachel reported:
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The therapist had an understanding where I  was coming from  
because she had experienced it herself [ ]  So when I  say that I  
have experienced prejudice as a child at school, you know, she 
knew that similarly how difficult it was in 60s, 70s, 80s and even 
now today. I  mean I  couldn Y trust a White therapist in that way.
Even though the therapist may be understanding, but that aside, 
having a therapist with a good understanding because they have 
experienced it as well, makes a big difference.
Rachel’s account reflected a commonality of experience among Black participants, 
that seemed to be related to an issue of cultural mistrust among this client group. 
David described this powerfully in his account:
Ifeel that the reason why I  ended up the way that I ’ve ended up in 
terms o f low self-esteem and problems in my relationships is 
because o f the bullying that I  suffered in this society as a child in 
school, even at the workplace, so I  fe lt that (...) having suffered 
all these, I  wasn Y comfortable with and couldn Y trust a White 
counsellor.
David and Rachel’s accounts seem to echo research findings on the effects of cultural 
mistrust on Black clients’ perceptions of the therapist’s credibility (Watkins, Terrell, 
Miller and Terrell, 1989; Thompson, Worthington and Atkinson, 1994; Whaley, 
2001).
The data revealed a link between preference for therapist ethnicity and type of 
presenting problem, which seemed to be a common theme with half of the 
participants. Cultural issues appeared to have influenced the preference for an 
ethnically matched therapist for many. Shireen expressed this clearly:
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I f  it had been another issue which wasn’t much to do with my 
culture, I  would have discussed it with anyone [any therapist 
regardless o f their ethnicity] you see, I  don’t mind But because I  
was going through a divorce I  don’t think a non-Asian counsellor 
could have understood the effects o f divorce on an Asian woman’s 
life.
It seemed that for Shireen, having an Asian therapist helped her through the process of 
her divorce. Shireen’s account appeared to suggest that a non-Asian therapist may not 
have been able to understand the cultural implications of divorce for an Asian woman 
as well as an Asian therapist could. Similarly, Kamlesh asserted:
I  did go with relationship issues, so it was important fo r  
somebody to understand where I  was coming from and without 
having to try and explain why I  was trying to break these chains 
from my parents or, you know, the way our culture is, so i t ’s not 
just parents, i t ’s the extended, you know, thousand person family 
kind o f thing. So, not having to explain the intricate bits.
Kamlesh’s account suggested that she did not want to have to explain aspects of her 
culture to her potential dissimilar therapist. It further indicated that a dissimilar 
therapist may not have been able fully to understand the dynamics of an Asian family, 
and thereby, appreciate the extent of her problem. This seemed to be a concern more 
common among Asian participants, influencing their choice and preference for an 
ethnically similar therapist. Asian participants’ preference for an ethnically similar 
therapist may be understood in terms of the extent to which cultural issues may be 
explained and/or make sense to an ethnically dissimilar therapist. Shireen and 
Kamlesh’s accounts echo Abbott, Tollefson and McDermott’s (1982) and Bennett and 
BigFoot-Sipes’ (1991) findings on the relationship between preference for therapist 
ethnicity and type of presenting problem among ethnic minority clients.
In Alex’s account, the importance of having an ethnically similar therapist had a 
different tone. Alex asserted:
I  believe that my problem to a large extent was related because o f 
living in this society [ j .  Ife lt that the source o f my problem was 
the White culture and White society (...) how could the source o f 
the problem, sort the problem?
Alex’s account described the White culture as the source of his presenting problem. 
He drew attention to the issue of cultural mistrust and the way in which this seemed to 
have affected his preference for an ethnically similar therapist. This view seemed to be 
more common among the Black participants.
Empathic Understanding and Acceptance:
The data revealed that, as well as ethnic matching, perceived therapist facilitative 
conditions (e.g. acceptance, empathy, respect, understanding) seemed to be a common 
theme among the majority of the participants. All but one of the participants assigned 
great therapeutic value to their therapist’s personal qualities. Many reported that their 
therapist’s personal attitudes helped them to feel understood and not judged. David 
and Hardeep’s accounts expressed this very clearly:
I  think having a therapist from my own background really helped.
Also, he was very empathic and understanding, which was very 
important. He was also a non-judgmental person. I  fe lt that I  was 
totally understood. (David)
As well as being from the same culture, he [therapist] was very 
understanding and non-judgmental. I  mean, I  fe lt I  could say 
anything to him and just didn't have the fear o f being judged by 
him. (Hardeep)
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Empathic understanding and a non-judgmental attitude were the two qualities that the 
majority of the participants most appreciated.
For the majority of participants, their therapists’ qualities appear to have created a safe 
space for them to tell their stories, which in turn may have influenced the therapeutic 
process and outcome. Shireen’s account was representative of these participants:
The way I  fe lt with the counsellor was that he respected me, he 
appeared non-judgmental, he made me feel easy to talk, and I  fe lt 
safe with him. So there were these factors that made it much, 
much more easier fo r me and made a difference.
For some of the participants, having a safe space within which they could explore and 
express their feelings and anxiety seemed to have enabled them to accept emotions 
that they had deemed too negative. Peter said:
I  grew up with this idea that I  musn’t get angry, I  mnsn’t use the 
word ‘hate', you know, a Catholic upbringing. So, I  grew up 
learning not to talk about my feelings. As you might say, I  
repressed them. Having a therapist from my own background, 
someone who was aware o f this aspect o f my culture, someone 
who I  could trust, helped. I  fe lt comfortable to talk about my 
feelings [  ]  Having gone through therapy, I  believe I  am more 
comfortable with having feelings that are not positive.
Peter’s account seemed to be in accordance with Strong’s (1968) model of 
interpersonal influence, which proposes that perceived therapist credibility 
(trustworthiness, expertness) and attractiveness (similarity, liking) enhances the 
client’s involvement in therapy, which in turn may lead to change in the client’s 
cognition, affect and behaviour.
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Similarly, for Alex, his therapist’s understanding and acceptance facilitated expression 
and exploration of his feelings, which seemed to have enabled him to grow more 
accepting of himself Alex reported:
I  have five brothers. My father was very strict with us and we 
were brought up almost not allowed to fee l Our house was like 
an army camp. He [therapist] was very understanding and 
accepting o f me, which could be related to us having the same 
cultural background. He was also very patient, which helped me 
to open up to him. I  fe lt understood and accepted which I  think 
helped me to accept myself.
Peter’s and Alex’s accounts resonate with Rogers’ (1951, 1957) core therapeutic 
conditions. However, there seems to be a difference in that in an ethnically similar 
counselling dyad there may be other influences at work that could affect the 
therapeutic process and outcome. It is possible that in these ethnically similar 
counselling dyads, unconscious cultural connections and communications between the 
therapists and the clients may have facilitated, if not enriched, the degree of empathic 
understanding, acceptance and trust.
Same-Gender Experiences and Understanding:
Another commonality that ran through many participants’ accounts was a preference 
for a same-sex ethnically similar therapist. Seven participants expressed a preference 
for a same-sex ethnic matched therapist; all but one was female. For some of the 
participants the combination of the two variables seemed essential. This is reflected in 
Kamlesh’s account:
I  needed help on two separate levels. One who could understand 
me and my ethnic background [  ]  Somebody, who like me had 
been brought up here, so they would understand the problems 
that Vd had growing up here. So a female Asian therapist was
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what I  was looking for and what I  got. The combination o f the 
two, I  think was what it was that made it [ therapy] helpful.
Kamlesh’s account seemed to indicate that having a female, ethnically similar 
therapist with whom she had cultural experiences in common, and who was aware of 
the problems that an Asian female may encounter while growing up in a Western 
culture was important to her. Kamlesh further reported:
Having an Asian female therapist who knew what it was like for 
me living in a Western culture with Western influences, who 
didn ’t want to be viewed as somebody who turned her back on her 
culture and wanting to be White. Yes, it did make a difference.
Kamlesh’s need for an Asian female therapist also seemed to be related to her need to 
be culturally understood and not be judged, but for some women having a same sex 
and ethnicity therapist had a different importance. As Mona said:
Coming from the Middle East, I  think that a lot o f my inner 
confusion, inner turmoil, came from the fact that my parents had 
clash o f ideas about female roles. And because it was a clash for 
them, it was also a clash for me. We were only hearing their 
arguments, but also deciding what’s right and what isn’t right.
So, it was important to have a female therapist from my own 
background who could understand this.
Mona drew attention to the issue of gender roles within ethnic minority families. 
Mona’s account seemed to suggest that gender role differences between her traditional 
culture and the host culture was the source of her problem, and the reason why she 
presented for therapy. Hardeep, the only male participant who expressed a preference 
for a same-sex therapist, reported:
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Initially, the only thing I  wanted in my therapist was to be male, 
because like I  fe lt that with the problem that I  had, I  could only 
talk to a male therapist But he [therapist] ended up being from  
the same ethnic background as me, and that helped a lot and 
made me more at ease. [ ]  I t ’s like I  didn’t have to work hard in 
making him understand what I  was talking about. I  fe lt he 
understood me perfectly.
Hardeep’s account seemed to indicate that initially having a male therapist with whom 
he could share his problem was his main concern, and determined his choice of 
therapist. It appeared that matching further helped to create a safe space for him to tell 
his story and facilitated understanding and feelings of relief.
Sense of Security and Reassurance:
Although none of the participants expressed a preference regarding the age of their 
therapist, there was a commonality whereby participants attributed their positive 
experience in therapy to a combination of their therapist’s maturity and experience. 
Peter’s report represented the view held by these participants:
The fact that my therapist was quite older helped and gave me a 
sense o f kind o f reassurance and confidence. I  fe lt as i f  she either 
had gone through these experiences or she had dealt with lots o f 
cases like my case, so, I  was relaxed and fe lt I  was in safe hands.
Peter’s account seemed to indicate that the combination of his therapist’s maturity and 
experience made him feel at ease and provided him with a sense of security. Peter’s 
account was shared by Mitra, who said:
The person who I  was seeing [therapist] was around 60 plus 
years old [  ], and had many years o f experience, so, obviously he 
was seeing a lot o f my kind o f problems, which made me fee l scfe.
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So, I  would say, ethnicity, language, and experience were the 
most important factors.
For others, however, the age of the therapist had a different importance. As Rachel 
reported:
I  think that children horn in the 60s have a different experience 
from children horn, say, in the 80s, where race and culture was 
much more aware and much more accepted and we could 
challenge. Whereas in our days, in the 60s, that it was that you 
were Black in England so what, people could still call you names.
So age is something important as well. I  think, obviously as an 
older therapist, their experience within England being Black will 
be different. It may be even more, more apparent than say 
someone o f my age, so I  think age is also important.
Rachel’s account reflected the generational differences and their potential impact on 
the therapeutic process. It seemed that for Rachel, having a therapist from her own 
generation, someone who had probably experienced racism and prejudice to a similar 
degree/level, with whom she had mutual shared experiences and could relate to, was 
an important aspect of her experience in therapy.
Conclusion
The present study aimed to explore experiences of a group of ethnic minority clients 
who had been exposed to ethnically matched therapists. This study is the first to 
qualitatively explore the impact of ethnicity and ethnic matching on the therapeutic 
process and outcome. In doing so, the study points to some of the issues involved that 
may have influenced the process and outcome of therapy for this group. Any 
conclusions drawn from this data must be tentative because of questions about how 
representative these experiences are of the experiences of various ethnic minority 
clients residing in Britain today. Within group cultural differences relating to
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stigmatisation of mental illness and psychological therapies may have led to a bias in 
sampling. Hence, it may be that there are ethnic minority groups excluded from the 
study that share different experiences and representations.
With respect to the process of interviewing, although the researcher was very 
conscious not to prompt the participants to ethnicity and ethnic matching, unconscious 
cultural connections and communications between the researcher and the participants 
may have influenced the participants’ views. Furthermore, it is likely that this group 
found White therapists unable to understand and empathise with the oppression, 
racism and prejudice that they may feel and/or experience in the dominant culture. It 
is possible that if some of the participants in this study had been exposed to White 
therapists, the findings would be different.
The time lapse between the participants’ completion of therapy and the study varied 
from six months to a year. Thus, the data set consisted of retrospective accounts. It has 
been suggested that retrospective reports are likely to be less complete and more likely 
to contain rationalisations than direct concurrent accounts (Gilhooly and Green, 1996). 
However, there is evidence to suggest that retrospective reports and autobiographic 
memory are not necessarily incomplete or inaccurate (Neisser, 1994; Brewin, 
Andrews, and Gotlib, 1993).
A major strength of this study is that in the absence of non-analogue qualitative 
research with ethnic minority clients, the present study begins to bridge that gap by 
attending to this client group’s experiences and perceptions/accounts in therapy. This 
study provides some tentative insights into the experiences of ethnic minority clients 
in therapy when matched with ethnically similar therapists, adding an experiential 
perspective to the field.
The analysis revealed that although, there was diversity among participants in relation 
to the way they were matched to their therapists (some expressed a preference and 
some were matched only by chance), there were commonalities across their reported
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experiences in therapy. All but one of the participants reported feeling that matching 
had influenced their experiences in therapy. The majority reported that their 
experience in therapy had changed their views about expressing a preference for an 
ethnically similar therapist in the future.
There was a commonality in participants reporting that they felt, because their 
presenting problem was related to race/ethnicity, only an ethnically similar therapist 
could understand them and their problems. This seemed to support the research that 
suggests that if race/ethnicity is relevant to the client’s problem, then an 
ethnically/racially similar therapist is perceived as more credible than an ethnically 
dissimilar therapist (Abbott, Tollefson and McDermott, 1982; Bennett and Bigfoot- 
Sipes, 1991). In addition, the majority of the Black participants identified the White 
culture/society as the source of their problem. It seems that, for these participants, 
cultural mistrust was the key determining factor in their choice and preference for an 
ethnically matched therapist. This echoes research findings on the effects of cultural 
mistrust on Black clients’ perceptions of their therapists’ credibility (Watkins et al., 
1989; Thompson et al. 1994; and Whaley, 2001). It could be suggested that because 
of an historical exposure to and/or current experiences of racism, Black clients may 
find White therapists unable to understand and empathise with the oppression that this 
client group feels and/or experiences in a dominant White society. However, the 
findings appear to indicate that for Asian participants, family and relationship issues 
determined their choice and preference for an ethnically similar therapist.
A consistent finding amongst participants’ accounts was that as well as ethnic 
matching, therapist human qualities such as warmth, empathic understanding, respect, 
and non-judgmental attitude (Rogers’ core therapeutic conditions 1951, 1957), which 
are not linked to ethnic similarity, contributed to making their experiences in therapy 
helpful. In addition, it would appear that unconscious cultural connections and 
communications between the participants and their therapists may have further 
enriched the degree of empathic understanding, respect, and acceptance in these dyads.
122
In accordance with previous quantitative research findings (Flaskerud and Liu, 1990; 
Flaskerud, 1991; O’Sullivan and Lasso, 1992; Yeh, Eastman and Cheung, 1994; 
Jerrell, 1998), this study provides evidence that ethnically similar counselling dyads 
are associated with positive therapeutic process and outcome. In particular, a 
consistent finding within the study was that even though perceived therapist 
facilitative conditions and demographic similarities, including age and gender, 
contributed to making the clients’ experiences in therapy positive, ethnic matching 
was reported as the most influential factor. The results of the current study suggest 
that the combination of these variables facilitated the clients’ engagement in therapy, 
which in turn may have influenced the therapeutic outcome for this group. The 
findings of this study highlight a surprising and interesting fact. The question that 
arises here is why has ethnic matching been so important for this group? According to 
the participants’ narratives, having a therapist with whom they could share a similar 
cultural/ethnic background, language, and demographic similarities have contributed 
to making their experiences in therapy helpful. In addition, the participants’ accounts 
seem to indicate that in these ethnically matched counselling dyads, variables such as 
cultural mistrust, perceived therapist facilitative conditions, as well as unconscious 
cultural connections and communications between the therapists and the clients, may 
have influenced the clients’ experiences in therapy. This resonates with Alladin’s 
(1994) observation that when therapist and client share the same cultural background, 
empathic understanding is more easily facilitated.
Future study of the effects of ethnicity on therapeutic process and outcome might 
enrich the ethnic matching research by including a larger and a more diverse ethnic 
population whose experiences were not included and represented in this paper.
The findings of the current study not only confirm the results of many quantitative 
studies (see Atkinson, 1983; Farsimadan, 2001) that provide support for the 
superiority of ethnically similar dyads, but also indicate that there may be theoretical 
grounds to explain such findings. Although this study did not seek to test the 
interpersonal influence model of counselling (Strong 1968; Strong and Matross, 1973;
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Strong and Claibom, 1982) the analysis of the data yielded interesting findings that 
seem to confirm the interactive nature of the change and influence process proposed 
by this model. The present study found that change is influenced not only by 
perceived therapist attributes, but also other variables relating to both the client and the 
therapist (including ethnicity, age, gender, language, type of presenting problems), 
together with unconscious cultural communications and connections between the 
therapist and the client may influence the process of change in an ethnically similar 
therapeutic dyad.
Thus, the findings of the present study seem to indicate that attitude change in an 
ethnically similar dyad is more complicated than once thought. Hence, the 
interpersonal influence model of counselling may add a deeper perspective to and 
enrich the ethnic matching research by providing a general theoretical framework for 
understanding how attitude change may occur in an ethnically similar counselling 
dyad.
The present study represents an initial exploration of the interpersonal influence 
model of counselling in relation to ethnic matching, upon which other investigators 
can build. Further research needs to test this model more directly and systematically, 
taking into account various client and therapist variables. In addition, future research 
needs to focus on the relationship between therapist attributes and those variables 
relating to the client, and how these may interact and influence therapeutic process and 
outcome in an ethnically similar dyad.
With regard to practice and training implications, the present study provides support 
for the recruitment and training of more ethnic minority counselling psychologists to 
serve this client group. In Britain, however, most counselling psychologists and 
counselling psychology trainers are White middle-class, and their values and 
communicative styles may differ from those of ethnic minority clients, particularly 
from those of lower social class. The profession remains a predominantly White 
profession with very few ethnic minority counselling psychologists. Counselling
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psychology in Britain needs to be more proactive and place a greater emphasis on 
career promotion in colleges and universities, recruit more ethnic minority students, 
and design suitable training programs for ethnic minority trainees in order to be able to 
offer optimal mental health services to this client group.
Nevertheless, some cautionary notes need to be added. Cultural categorisation may do 
a disservice to the client and the therapeutic relationship. In particular, when clients 
have become enculturated into a culture different to the one into which they were 
bom, assigning them to an ethnically similar therapist may not be required or 
appropriate. Systematic ethnic matching between therapist and client done purely on 
the basis of race or colour could imprison both the therapist and the client in their own 
racial and cultural identity (Kareem, 2000). This is not socially desirable, nor is it 
moral, and it implies that ‘likes’ should only counsel Tikes’ (Laungani, 1999). 
However, clients’ preferences for ethnically similar therapists should always be 
respected, and counselling psychology and psychotherapeutic services should adhere 
to the requests of the individual clients.
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A ppe n d ix  A
Department of Psychology
Farkhondeh Farsimadan
PsychD Psychotherapeutic 
and Counselling Psychology
Information Sheet
Dear [Name of Participant],
I am a second year trainee on the Practitioner Doctorate in psychotherapeutic and 
counselling psychology at the University of Surrey. As part of my doctoral studies I 
am conducting a research project exploring ethnic minority clients’ experiences in 
therapy, supervised by Dr. Riccardo Draghi-Lorenz a lecturer on the above course in 
the Department of Psychology.
This research seeks to give ethnic minority client a voice. It further aims to explore 
the therapeutic and psychological needs of this client group through the analysis of 
their accounts of their experiences in therapy. I hope that understanding the 
experiences of ethnic minority clients would enable counselling psychologists and 
allied therapists to be better prepared and work more effectively with this client group.
The research will require that I conduct interviews with ethnic minority clients about 
their experiences in therapy, their expectations of it and how it actually felt. The 
interviews will be conducted at a venue of your choice and will last roughly between 
V2 an hour to 1 hour. Each interview will be heard and transcribed only by myself. 
Tapes will be destroyed immediately after transcription. A copy of the transcript will 
be given to you for approval. Dr. Draghi-Lorenz and I will be the only people who 
have access to the information. In order to illustrate common experiences in this 
research, I may use extracts from your interview. However, to protect your 
confidentiality, you will be allocated a pseudonym and no information will be 
included in the extracts that could readily identify you. This means that information 
such as names of people and places will also be changed. The consent form that will 
bear your name will be stored securely, separately from the data. All data will be 
destroyed once analysis is completed.
University
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
Schooi of
Human
S c ie n c es
You may withdraw from the study at any time without having to justify your reason 
for doing so. Consequently, any material collected in relation to you will be removed 
from the study.
The research report will be submitted to the University of Surrey as my second year 
research report. A copy of the report will be available on request. The project has been 
approved by the University of Surrey Advisory Committee on Ethics.
If you have any questions regarding this letter, or any aspect of this study, please do 
not hesitate to contact Dr. Riccardo Draghi-Lorenz or myself at the above university 
address or alternatively by telephoning 01483 879176.
I look forward to hearing from you.
Yours sincerely,
Farkhondeh Farsimadan 
Trainee Counselling Psychologist
A ppe n d ix  B
Department of Psychology
Farkhondeh Farsimadan
PsychD Psychotherapeutic 
and Counselling Psychology
Consent Form
I the undersigned voluntarily agree to take part in the study on ‘Clients’ experiences 
of therapy in ethnically similar counselling dyads’.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigator of the nature, purpose, location and likely duration of 
the study and of what I will be expected to do. I have been given the opportunity to 
ask questions on all aspects of the study and have understood the advice and 
information given as a result.
I understand that all documentation held on a volunteer is in the strictest confidence 
and complies with the Data Protection Act (1998). I understand that extracts from my 
interview might be used as examples within the analysis but that no information will 
be included in the extracts that could readily identify me.
I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions.
Name of volunteer ............. .................................................................................
(BLOCK CAPITALS)
University
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
School off
Human
S c ie n c es
Signed
A p p e n d ix  C
Interview  Schedule
s e c t i o n  1
The Experience of Therapy
Thank you for being, willing to take part in this interview. The purpose of my research 
is to explore the experiences of ethnic minority clients in therapy. I understand that 
you have had therapy in the past. Could you tell me,
How long it has been since you have had your therapy? 
Who provided this service?
How did you gain access to the service?
How did you go about finding a therapist?
What guided you for your choice of therapist?
What was important in choosing a therapist for you? Before and after therapy? 
Could you describe him/her?
For how long did you see the therapist?
How often did you see them?
Did you complete the course of your therapy?
[IfNo:]
For how long did you see the therapist?
What factors do you think caused the premature termination of your therapy?
What was your reason for seeking therapy?
What were you hoping to achieve from therapy? 
What were your expectations from it?
Do you feel that they were met?
How would you describe your experience in therapy? 
Did you find it helpful?
[If they found it helpful, ask:]
What aspects of it did you find helpful?
To what do you attribute/assign this helpful experience?
What other factors, if any, contributed to making it a positive experience?
[If they did not find it useful, ask:]
What was it about it that you found unhelpful?
What factors prevented it from being a positive experience? What was missing? 
[Regardless of whether or not they found it helpful, ask:]
Is there anything that the therapist could have done to have made it (even) more 
helpful?
[If Yes:]
What could they have done?
How do you think that might have helped?
[IfNo:]
What makes you say that?
Would you say that you would return to therapy in the future if the need arose? 
[If Yes:]
What factors would you say would influence your decision to return to therapy? 
[IfNo:]
What factors would you say would influence your decision?
Questions for participants who have Not mentioned ethnicity 
spontaneously/unprompted
Now going back to the time just before you started therapy, could you tell me,
What kind of therapist you expected to see?
Did you expect anything specific in terms of age, gender, language, race, culture?
Were you offered to choose a therapist of your desired age, gender, language, race, 
culture?
[If they were offered, ask:]
Did you express a preference?
[If Yes:]
What were your preferences? Why?
[IfNo:]
Why not?
[If they were not offered, ask:]
Nonetheless, did you express a preference?
[If Yes:]
What were your preferences? Why?
One of the factors that I am exploring in this research is ethnicity and its impact on 
therapeutic process and outcome. [Define what you mean by “ethnicity”]. I am 
particularly interested in ethnic matching between the therapist and the client and 
would like your view on this and the effect this has on the therapy.
Would you say that your therapist was same race or different race therapist?
What about culture, would you say that you and your therapist belonged to the same 
culture?
Would you say that in terms of race and culture, you and your therapist were matched?
We have talked about your experience in therapy, how it felt for you, would you say 
that your experience in therapy was related to the fact that you felt different or similar 
(in terms of race/culture) to your therapist?
Would you say that matching influenced your experience in therapy and its outcome? 
[If Yes:]
How important would you say the matching was for your experience?
Questions for participant who attributed their positive experience to matching
You have talked about how ethnic matching influenced your experience in therapy and 
its outcome. Would you say that your positive experience in therapy, could also be 
related to factors other than cultural/racial similarity between you and your therapist?
[If Yes:]
What other factors?
How important do you feel that racial/cultural matching is in comparison to these 
other factors?
Prompts and probes
Could you tell me more about that? 
What makes you say that?
How do you feel about that?
SECTION 2 
Demographic Information
Now I would like to get some background information about yourself.
Do you mind telling me how old you are?
What is your occupation?
What is your highest educational qualification?
What is your nationality?
What is your ethnicity?
What is your religion?
How long have you been residing in this country?
What is your current marital status?
(If needs prompting) for example, married, divorced, separated, cohabiting, living 
apart from your partner or single?
(If applicable) What is the ethnicity of your partner/husband?
What was the ethnicity of your therapist?
Did your therapist belong to any particular organisation (e.g. British Psychological 
Society, The British Association for Counselling, etc.)? If so, which?
Did they have any special training with a specific organisation (e.g. Cruise, Relate, 
Nafsiyat, etc.)?
Can I finally ask you if you think there is any aspect of your experience in therapy that 
has not been covered in this interview?
Thank the participant.
Remind them of confidentiality.
A p p e n d ix  D
Ref: Rachel / West Indian / 37 Years / Interview conducted on 06.02.02
F: Thank you for taking part in this interview. As you 
know already, the purpose of my research is to explore 
experiences of ethnic minority clients in therapy. I 
understand that you’ve had therapy in the past.
R: Yes.
F: Can you tell me how long it’s been since you’ve had 
your therapy?
R: You mean, how long since I’ve finished therapy?
F: Yes.
R: Less than a year.
F: who provided it?
R: Well, my GP recommended it.
F: How did you go about finding your therapist?
R: I went to my GP and he referred me to a service and I 
wanted a female therapist, so they allocated me a female 
therapist.
F: What was important in choosing a therapist? Before 
and after your therapy?
R: Regarding a therapist that they understood me as well 
as my problem. After seeing a therapist, yes I do feel that 
she understood my problem and me as an individual as 
well, which I think is equally important.
F: It seems that the understanding aspect of it was 
important for you?
R: Yes, it was to understand not only the problem, but 
where I am coming from, my difficulties. She could 
understand that too because her background and culture 
are similar, so it is not just the case of assuming that 
somebody understands but to also know that they have 
some experience in it themselves.
F: What about your view after you completed your 
therapy?
R: Well, having experienced it, I don’t have any doubts 
in my mind about the impact of having a same race 
therapist on my therapy. I don’t think a White therapist 
could have understood me and my problem the way that 
she did. She was brilliant. I think the sameness and 
sharing brought us together. So in response to your 
question I have to say that similarity in terms of having 
shared experiences and cultural background was you 
know, what’s the word (...) the (...) the X factor 
(Laughs).
F: How long did you see your therapist?
R: 6 months.
F: How often did you see them?
R: Initially weekly, then fortnightly.
F: Did you complete the course of your therapy?
R: Yes I did.
F: Could you tell me what was your reason for seeking 
therapy?
R: Relationship and anxiety problems.
F: Could you tell me more about that?
R: Well, It all started after the birth of my daughter. I 
found it difficult to return to work. I became obsessed 
with her. I would feed her and change her, but I kept 
checking on her whether she was breathing or not. 
Sometimes, I did this maybe ten times a night. I was very 
anxious. I couldn’t leave the house. I gradually became 
house bound. I couldn’t trust my husband to look after 
her. We started to drift apart. Then my in-laws started 
interfering and my husband kind of sided with them. I felt 
so alone. After a while I started having panic attack 
symptoms. Whenever I was anxious my heart would start 
racing, felt dizzy and shaky. I felt I was going to die. 
These symptoms reminded me of when I was at school
and children were calling me names because I was Black. 
Any time that I went through these symptoms, I had 
flashbacks of my school days, which I hated. I also felt 
alone then. I spoke to a friend of mine and she told me 
that I need to speak to a counsellor. So I went to see my 
GP.
F: What where you hoping to achieve?
R: Relief, relief from my symptoms really and ways of 
managing them.
F: What were your expectations?
R: That I would get better, and I feel that I have and that 
somebody was able to understand what I was feeling and 
why I was feeling like I was feeling and could help me 
see things differently and not so much a huge problem.
F: Do you feel that they where met?
R: Yes I do.
F: Could you elaborate on this?
R: She helped me to see why I was feeling, behaving and 
thinking the way that I have. I talked about my childhood 
and while growing up. I started to make connections 
between the past events and their possible links to my
present anxiety. I thought that I was going mad. She 
really put my mind at ease and made me relaxed. This 
helped me to see this in a different light.
F: How would you describe your experience in therapy?
R: I was quite surprised actually knowing that not only 
did I meet someone who was female but someone like a 
West Indian background like my self, so that was a very 
welcoming surprise when I found out in the first session.
F: Did you find your experience in therapy helpful?
R: Yes I did.
F: What factors contributed to making it a helpful 
experience?
R: I would say that I was matched with someone who 
obviously knew her job very well and about anxiety well. 
She could understand a background which is not that of 
White, English person being brought up in a White 
English country where there are a lot of people who are 
similar. She could understand that there is racism at a 
young age and that can also make you feel different in 
your adult years. I didn’t have to explain it and feel what 
this person was thinking, can they get the right idea, she 
knew it because she had experienced it as well. That is 
important. Her background, you know as I said she is 
West Indian so am I, same age, so even though therapy is 
the main focus, I knew that my language wasn’t
misinterpreted in any way because of cultural differences 
and also I could speak freely about prejudice in England 
as a female, as a Black female and not feel threatened or 
upset or embarrassed about it. Where as I don’t know if I 
would do that if I was seeing someone of a different 
culture, not only English but say of a different culture 
who may not experienced that, or may not felt that they 
could understand as much as someone who’s background 
is very similar and age wise as well.
F: Would you say that you would return to therapy in the 
future if the need arose?
R: Yes, I would return to therapy, you know because I 
think it has helped. I think it was beneficial. The 
therapist had an understanding where I was coming from 
because she had experienced it herself. Sometimes it is 
an unsaid rule, but we know that we meet prejudices in 
many forms and sometimes we can’t communicate it 
through language, but you experience it and that is what I 
am saying. So when I say that I have experienced 
prejudice as a child at school, you know, and she knew 
that similarly how difficult it was in the 60’s, 70’s, 80’s, 
and even now today. I mean I couldn’t trust a White 
therapist in that way. Even though the therapist may be 
understanding, but that aside, having a therapist with a 
good understanding because they have experienced it as 
well, makes a big difference. You have good 
understanding and no experience, but when someone 
experiences as well, you know they have a better idea of
how you feel in this world in Britain today, even though 
it is multi-cultural.
F: What factors would you say influenced your decision?
R: Well, I would say having a same race therapist and, 
having shared experiences are factors I can say that 
influenced my decision.
F: I’d like to go back to the time just before you started 
therapy, as I recall you didn’t express a preference for an 
ethnically matched therapist.
R: No I didn’t at the time. But having gone through this 
experience, I would express a preference for a similar 
race therapist for the same reason that I told you before.
F: Would you say that matching influenced your 
experience in therapy and its outcome?
R: Yes, absolutely. There is no other way of explaining 
why this was helpful experience.
F: You’ve talked about how ethnic matching influenced 
your experience in therapy and its outcome would you 
say that your helpful experience in therapy could also be 
related to factors other than ethnic matching between you 
and your therapist.
R: Age, I think that children born in the 60’s have a 
different experience from children bom say in the 80’s,
where race and culture was much more aware and much 
more accepted and we could challenge, whereas in our 
days in the 60’s that it was that you were Black in 
England so what, people could still call you names, so 
age is something important as well. I think, obviously as 
an older therapist their experience within England being 
Black will be different. It may be even more, more 
apparent than say someone of my age, so I think age is 
also important because you know times have changed and 
people have moved on.
F: As I recall, you said in the beginning that you 
expressed a preference for female therapist, would you 
say gender was also a factor?
R: Yes, I think because she was female, there was that 
connection there as well. I think having a Black female 
therapist, more or less the same age as me, who had gone 
through the same experience as me, was what it was, that 
made it helpful. It was a nice package. (Laughs)
F: Now I would like to get some background 
information. Do you mind telling how old you are?
R: I’m 37 years.
F: What’s your occupation?
R: I’m a civil servant.
F: What’s your highest educational qualification?
R: A’ Levels.
F: What’s your nationality?
R: I’m British.
F: What’s your ethnicity?
R: I’m West Indian.
F: What’s your religion?
R: I’m Anglican
F: How long have you been residing in this country?
R: 30 years.
F: What’s your marital status?
R: I’m married. My husband is also West Indian.
F: Do you know if your therapist belonged to any 
organisation, for instance BAC, BPS or UKCP.
R: No I didn’t ask.
F: Do you know if they had any specific training with 
any organisation, like CRUISE, RELATE?
R: No I really didn’t go in to that.
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P r o c ess  and  O u t c o m e  o f  T h er a py  in  E t h n ic a l l y  Sim il a r  and
D is s im il a r  T h e r a pe u t ic  D yads
ABSTRACT: The purpose o f this study was to examine the effects o f 
ethnic match on therapeutic process (as measured by the Working 
Alliance Inventory and the Counsellor Effectiveness Rating Scale) 
and therapeutic outcome (as measured by the Brief Symptom 
Inventory). The sample consisted o f 100 ethnic minority clients (50 in 
ethnically similar and 50 in ethnically dissimilar therapeutic dyads) 
residing in the UK. Multiple regression analyses were used to 
investigate the relationship between ethnic match, the three 
dependent variables, and four covariates (age, gender, length o f 
therapy and pre-therapy distress level as measured by the BSI). 
Ethnic match was the sole predictor o f working alliance and 
perceived therapist credibility and was a significant predictor o f 
therapeutic outcome. Pre-therapy distress level was also found to be 
a significant predictor o f therapeutic outcome, even though its effect 
was smaller than that o f ethnic matching. The post-therapy BSI, WAT, 
and CERS scores o f participants in the matched group were 
significantly higher than those o f participants in the non-matched 
group. Implications for future research, counselling psychology 
practice, training and theory are discussed.
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Introduction
The establishment and maintenance of the working or therapeutic alliance is critical 
in fostering therapeutic process; it is the best predictor of outcome and is regarded as 
one of the most challenging tasks for therapists (Hartley, 1985; Gaston, 1990; 
Horvath & Symonds, 1991; Horvath & Luborsky, 1993). Questions have been 
raised as to whether therapists from the majority White culture can work effectively 
with their clients from ethnic minority groups and whether ethnic similarity between 
the client and the therapist leads to better therapeutic process and outcome (Sue, 
1988).
Ethnic similarity between client and therapist has been the topic of much debate in 
the fields of counselling psychology and psychotherapy. The two opposing sides of 
this debate are known as the proponents of intracultural counselling and the 
proponents of cross-cultural counselling (Atkinson, 1983). Proponents of 
intracultural counselling maintain that therapists who are ethnically similar to their 
clients will have had similar experiences and are therefore more likely to understand 
their clients’ problems and are better prepared to help their clients to overcome them 
(Atkinson & Schein, 1986). Proponents of cross-cultural counselling, on the other 
hand, emphasise the role of common therapeutic factors. They maintain that by 
attending to the notion of humanness, and with respect for differences that connect 
individuals, culturally sensitive therapists should be able to overcome cultural 
differences, just as they must overcome other differences (e.g. of religion, sexuality, 
gender, education and socio-economic status), in order to develop a working alliance 
with their culturally different clients (Vontress, 1988). In its more radical version, 
this view could be seen as assuming a lot in favour of ‘White’ psychotherapy. 
Patterson (1978) takes a hard line and rejects any need for ethnic matching, arguing 
that therapists should aim to facilitate the development of self-actualisation in 
clients. According to Patterson, certain cultural characteristics of clients prevent the 
development of their self-actualisation, and until cultural adjustments lead to change
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in these characteristics, counselling and psychotherapy with certain ethnic minority 
groups is difficult if not impossible. Nevertheless, it is worth noting that Patterson 
was writing in an era when our understanding of and attitudes towards ethnic 
difference were very different.
Research on the role of ethnicity in counselling psychology and psychotherapy has a 
relatively brief history. In 1970, Sattler reviewed research on ethnicity effects in 
psychotherapy and found only three studies. Since then, however, a substantial- 
proportion of counselling psychology and psychotherapy research with ethnic 
minority clients has been devoted to the question of whether ethnic similarity 
between the client and the therapist leads to better therapeutic process and outcome. 
Following Sattler’s initial review, four major reviews examining the effects of 
ethnicity on therapeutic process and outcome have appeared in the literature 
(Harrison, 1975; Sattler, 1977; Abramowitz & Murray, 1983; Atkinson, 1983). 
Sattler’s (1977) review on the effects of therapist-client ethnic similarity (only Black 
and White dyads) on counselling and psychotherapy found that there are no 
significant differences in treatment outcome, length of treatment or Black client 
reports of satisfaction when treated by either Black or White therapists. Harrison 
(1975), Atkinson (1983), and Abramowitz and Murray (1983) all reviewed studies 
involving counselling process variables (e.g. preference for therapist ethnicity, 
perceived therapist credibility and facilitative conditions, and client self-disclosure) 
and counselling outcome variables (e.g. client satisfaction and willingness to return, 
dropout rates and length of treatment). All three reviews found an even split 
between those studies that found an ethnic similarity effect, and those that did not.
However, more recent research seems to paint a less confusing picture. In a review 
of research on the conditions associated with positive therapeutic outcomes among 
ethnic minority clients, Sue, Zane and Young (1994) found ethnic similarity between 
therapist and client to be a strong predictor of outcome for some ethnic groups. 
Gray-Little and Kaplan (2000) reviewed research on the effectiveness of 
psychological interventions for ethnic minorities and found that in an ethnically 
similar therapeutic dyad the development and maintenance of the therapeutic 
alliance may be enhanced by shared ethnic/cultural background, beliefs and 
experiences. In a review of the most recent research (carried out in the 1980s and
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1990s), Farsimadan (2001) found ethnic similarity between the therapist and the 
client to be a predictor of therapeutic process and outcome amongst some ethnic 
groups. In addition, this review indicates that it is not ethnic matching per se, but 
intervening processes such as acculturation, cultural commitment and cultural 
mistrust that interact with ethnicity and influence therapeutic process and outcome.
However, it must be noted that there are a variety of problems with the empirical 
literature on this topic thus far. To date, the ethnic matching research has mostly 
employed analogue research designs and relied heavily on student samples. As 
Vera, Speight, Mildner, and Carlson (1999) suggest, analogue studies do not 
typically represent the “real life situation of counselling”, and consequently they 
may not reflect “the intricacies of preferences and perceptions.” Studies that have 
examined the effect of ethnicity on therapeutic outcome over time with actual clients 
are limited in number (Flaskerud & Liu, 1990; Flaskerud, 1991; Sue, Fujino, Hu, 
Takeuchi & Zane, 1991; Yeh, Eastman & Cheung, 1994; Takeuchi, Sue & Yeh, 
1995; Jeirell, 1998), but all support the position that ethnic matching results in more 
positive outcomes. For example, Flaskerud (1991) examined the Los Angeles 
County Mental Health files of 1,746 Asian clients and found an effect of ethnicity 
match on the duration of therapy. A similar result was reported by Sue et al. (1991). 
These authors examined the same county’s archival data, and found a positive 
relationship between length of treatment and ethnic match for Asian- Americans, 
African-Americans, Mexican-Americans and Whites. With regard to dropout rates, 
except for Asian-Americans, these were lower for matched clients than for 
unmatched clients. Treatment outcome was also examined and found to be related 
to ethnic matching.
Only a few studies have examined the effects of ethnicity on both therapeutic 
process and outcome over time with actual clients (Ricker, Nystul & Waldo, 1999; 
Erdur, Rude, Baron, Draper & Shankar, 2000), and the results are mixed. Using 
actual therapeutic dyads, Ricker et al. (1999) examined ethnic similarity, working 
alliance and therapeutic outcome among 19 ethnically similar and 32 ethnically 
dissimilar therapeutic dyads from a university counselling centre. This study 
reported a positive relationship between ethnic similarity and therapeutic outcome, 
but no relationship between ethnic similarity and working alliance. Similarly, no
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relationship was found between therapeutic alliance and therapeutic outcome in this 
study. Erdur et al. (2000) examined the working alliance and counselling outcomes 
of African-American, Asian-American, Hispanic and White clients as a function of 
therapist ethnicity among 4,483 students and 376 therapists from 42 university-and 
college counselling centres. Overall, the study found very little evidence that either 
working alliance or therapeutic outcome are affected by therapist-client ethnicity 
match.
In addition to their mixed results, one problem with using these studies to help 
practice in the UK is that they include only ethnic minority groups residing in the 
USA (mainly African-Americans, American-Indians, Asian-Americans and 
Hispanics), which restricts the conclusions drawn from these studies. Unfortunately, 
despite research findings that ethnic minority residents in the UK already outnumber 
White residents of British origin on some urban general practitioners’ lists (Gilliam, 
Jarman, White, & Law, 1989), very little research has been carried out to increase 
our understanding of the psychological and therapeutic needs of ethnic minority 
groups residing in the UK. Research with ethnic minority populations in Britain 
seems to be lagging behind (Moorhouse, 2000). Farsimadan’s (2001) review 
unearthed just one UK study that examined the effects of ethnicity among other 
variables (e.g. empathy) on perceived therapist credibility (Redfera, Dancey & 
Dryden, 1993). In this study, ethnicity was found to be a highly significant factor in 
participants’ ratings of therapist credibility (attractiveness, expertness and 
trustworthiness).
In order to address some of these problems and to obtain a sense of what clients 
from ethnic minority groups residing in the UK think and feel about ethnic matching 
between them and their therapists, Farsimadan (2002) used Interpretative 
Phenomenological Analysis (IPA) to explore experiences, perceptions and 
reflections of a small group of ethnic minority clients who had been exposed to 
ethnically matched therapists. More specifically, this study explored the 
participants’ experiences of the therapeutic process and their evaluation of 
therapeutic outcome and the ways in which they perceived matching to have 
influenced these. The themes that emerged from the interviews suggested that 
although demographic similarities (age and gender), and perceived facilitative
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conditions (acceptance, empathy, respect and understanding) influenced the 
therapeutic process and outcome, the participants reported that ethnic matching was 
the most influential aspect of the therapeutic relationship.
In this study, the participants5 experiences seem to indicate that change is an 
interactive process and is influenced not only by perceived therapist credibility, but 
also by other variables relating to both the client and the therapist (including 
ethnicity, age, gender, language, and type of presenting problems). The study 
suggests that these variables may interact and influence the process of change.
Nevertheless, Farsimadan’s study suffers from limitations (e.g. small sample size, 
unrepresentative sample, lack of control group) that need to be addressed if the 
potential effects of intervening variables’ interaction with ethnicity are to be 
examined. As noted above, only two studies have examined the impact of ethnically 
similar therapeutic dyads on both process and outcome of therapy over time with 
actual therapeutic pairs (Ricker et al., 1999; Erdur et al., 2000). Neither of these 
studies examined the potential effects of intervening variables’ interaction with 
ethnicity to influence therapeutic process and outcome in an ethnically similar 
therapeutic dyad.
Research Aims and Hypotheses
The aim of this study is to build on previous research and examine the effects of 
ethnicity on therapeutic process and outcome over time with actual clients among 
various ethnic minority groups residing in the UK. More specifically, the purpose of 
this study is to build on Farsimadan’s (2002) findings, and to see whether they can 
be generalised to a wider population by adding a control group and recruiting a 
larger and more representative sample. This study also aims to explore the effects of 
intervening variables such as age, gender, pre-therapy distress level and length of. 
therapy that may interact with ethnicity to influence therapeutic process and 
outcome.
The study’s hypotheses are that:
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• Ethnically matched therapeutic dyads would result in significantly higher ratings of 
therapeutic outcome as measured by the Brief Symptom Inventory (BSI; Derogatis, 
1993) than non-matched dyads would.
• Ethnically matched therapeutic dyads would result in significantly higher ratings of 
therapeutic alliance as measured by the Working Alliance Inventory (WAI; Horvath 
& Greenberg, 1989) than non-matched dyads would.
• Ethnically matched therapeutic dyads would result in significantly higher ratings of 
therapist credibility (expertness, trustworthiness, attractiveness) as measured by the 
Counsellor Effectiveness Rating Scale (CERS; Atkinson & Wampold, 1982) than 
non-matched dyads would.
• Although demographic characteristics (e.g. age, gender) and length of therapy may 
influence therapeutic process and outcome, it is not expected that they override the 
impact of ethnic similarity.
Method
Design
The study uses a nonequivalent control group quasi-experimental design, treating the 
ethnicity match of therapist and client as an independent variable with two values 
(matched and non-matched). The dependent variables comprise one measure of 
therapeutic outcome (as measured by the Brief Symptom Inventory, BSI; Derogatis,
1993), and two measures of therapeutic process (the Counsellor Effectiveness Rating 
Scale, CERS; Atkinson & Wampold, 1982, and the Working Alliance Inventory, 
WAI; Horvath & Greenberg, 1989).
Participants
160 participants (80 clients from matched and 80 from non-matched therapist-client 
dyads) from various non-White ethnic backgrounds were recruited from five 
voluntary agencies working with ethnic minority clients in a multi-ethnic area of 
London.
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Participants who had expressed a desire to be matched with their therapists were 
allocated an ethnically similar therapist by the agency. The non-matched group 
consisted of those clients who had not expressed a preference for therapist ethnicity. 
Due to practical and resource-related issues, it was difficult in some cases to achieve 
perfect ethnically matched or mismatched therapeutic dyads. With regard to the 
clients’ perceptions of the matched and unmatched dyads, more data became 
available following the arrival of demographic questionnaires (see Appendix A). 
Therapeutic dyads that clients perceived as matched included Indian dyads, Pakistani 
dyads, African-Caribbean dyads and an Indian-Punjabi and Pakistani-Punjabi dyad. 
Those perceived as unmatched included Black -African and Indian, Indian and 
Middle-Eastern, Pakistani and Black-Caribbean and Sri Lankan and Black- 
Caribbean.
In order to gain some control over the effect of intervening variables, such as 
acculturation, that may interact with ethnicity and influence therapeutic outcome, the 
following inclusion criteria regarding age and length of residency were stipulated for 
both groups. The participants had to be aged between 30 and 60, they had to have 
been residing in the UK for 10 years or more, and their English had to be fairly 
fluent. Due to time constraints, clients in long-term therapy (more than three 
months) were excluded from the study. The length of therapy ranged from six 
weeks to 12 weeks. Participants who only partially completed their questionnaires, 
or did not return their post-therapy questionnaires, were also excluded from the 
study.
Fifty-seven participants from the matched group returned the completed 
questionnaires (71.2% response rate), of which six (10.5%) were excluded from the 
analysis owing to partial completion or non-arrival of the post-therapy questionnaire. 
Sixty-one from the non-matched group returned the completed questionnaires 
(76.2% response rate), of which 11 (18%) were excluded from the analysis owing to 
partial completion or non-arrival of the post-therapy questionnaire.
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Instruments
The Brief Symptom Inventory (BSI; Derogatis, 1993):
This is a 53-item self-report rating scale of distress developed as a shortened form of 
the SCL-90-R (Derogatis, 1983). Each item of the BSI is rated on a five-point scale 
of distress (0-4), ranging from “not at all” (0), to “extremely” (4). This study used 
the Global Severity Index (GSI) of the BSI, which is considered to be the best single 
predictor of a participant’s level of distress (Derogatis, 1993). A high score in the 
GSI subscale indicates a high distress level. Derogatis (1993) reported internal 
consistency estimates with an alpha of .89, and test-retest reliability of .90 for the 
GSI (see Appendix B).
The Working Alliance Inventory (WAI; Horvath and Greenberg, 1989):
The WAI is a 36-item inventory with three subscales assessing Bordin’s (1980) 
theoretical constructs of goal, task and bond. It measures client and therapist 
perceptions of goals, tasks and the quality of the personal bond, and yields scores for 
each of these, as well as an overall alliance index. Each subscale consists of 12 
items rated in a seven-point Likert scale (1-7), ranging from “never” (1) to “always” 
(7). Only the Bond subscale was used, because it provides a measure of the 
counselling rapport and the quality of the personal bond in the relationship. A high 
score in the Bond subscale signifies a strong therapeutic bond between the therapist 
and the client. The WAI has two versions: the client version assesses the quality of 
the alliance as perceived by the client, and the therapist version assesses the 
therapist’s perspective on how the client perceives the quality of the alliance. Only 
the client version of the WAI was used, as it has been reported as a better predictor 
of the working alliance than the therapist version (Horvath and Symonds, 1991). 
Horvath and Greenberg (1989) reported internal consistency estimates with alphas of 
0.93 for the client total score and 0.90, .88, and .91 for task, bond and goal, 
respectively (see Appendix C).
Counsellor Effectiveness Rating Scale (CERS; Atkinson & Wampold, 1982):
The CERS is based on Strong’s (1968) interpersonal influence model of counselling 
and is designed to measure perceptions of therapist credibility (expertness, 
trustworthiness and attractiveness) and utility (willingness to self-refer). Participants
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rate the therapist on four dimensions: (a) expertness, (b) attractiveness, (c) 
trustworthiness and (d) utility. Participants rate a total of 10 items (three for each of 
the credibility dimensions of therapist expertness, attractiveness and trustworthiness; 
one for the dimension of utility) on a seven-point Likert scale ranging from “bad” 
(1) to “good” (7). A high score in the CERS signifies that the participant has 
assigned high credibility to the therapist. Atkinson and Wampold (1982) reported an 
internal consistency with alphas of .88 for the expertness dimension, .75 for 
trustworthiness, .78 for attractiveness, and .90 for the total scale (see Appendix D).
Demographic Questionnaire:
This elicited the participants’ background information such as age, gender, ethnicity, 
nationality and length of therapy.
Procedure
Voluntary agencies were sent letters introducing the researcher and the nature of the 
research (see Appendix E). The letter outlined the main aim of this research, which 
is to examine the effects of ethnicity on therapeutic process and outcome among 
various ethnic minority clients residing in the UK. Agencies were then asked to 
distribute copies of this letter to their therapists. For those agencies/therapists who 
sought further information, this was provided either on the phone or in meetings 
arranged to discuss the issues raised. Once the approval of agencies/therapists was 
obtained, therapists were asked to distribute to their clients a pack containing a letter 
of introduction (see Appendix F), together with an Information Sheet detailing how 
to complete the measures (see Appendix G). Additionally, two stamped addressed 
envelopes and two questionnaires were enclosed. One of the questionnaires had to 
be completed at the early stage of therapy and the other at the last session. The 
former, which was a two-part questionnaire, included a copy of the BSI and a copy 
of the WAI. The BSI had to be completed before the first session and at the last 
session and the WAI after the second or third session. The two-part questionnaire 
had to be returned by post once completed. The post-therapy questionnaire 
consisted of three parts. Parts 1 and 2 comprised the BSI and the CERS, 
respectively. Part 3 consisted of a demographic questionnaire, eliciting general 
background information, including the participant’s age, gender, ethnicity, length of 
therapy. The post-therapy questionnaire had to be completed at the last session.
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Participants were asked to return the completed questionnaire by post in the stamped 
addressed envelope provided. Each pack was allocated a number, which was written 
in pen at the top of each questionnaire.
Precautionary measures were taken to avoid interfering with the purpose of the study 
and influencing the participants’ ratings. The participants had been informed at the 
outset that the study aimed to assess the process and outcome of their therapy. Care 
was taken not to prompt them to issues of ethnicity and ethnic matching, which was 
the more specific purpose of the study. At the end of the last session, following the 
completion of their questionnaires, the participants were informed by their therapists 
of the more specific concern of the study and the reason why this had not been 
disclosed before. They were told they could withdraw their results from the study 
(by not posting the post-therapy questionnaire) if they wished, without having to 
justify their reason/s for doing so.
Ethical Considerations
The Introductory Letter to Prospective Participants informed the participants of the 
study’s aims and procedures. The letter also assured them of confidentiality and 
anonymity. The right to non-participation and the right to withdraw from the study 
at any time were also emphasised.
The study was anonymous and voluntary. Thus, participants were not asked to sign 
a consent form. If participants decided to complete the questionnaires, this was 
taken as evidence of their consent to participate. The Introductory Letter to 
Voluntary Agencies/Therapists further emphasised participants’ right of withdrawal 
from the study and the right of non-participation. The letter also assured therapists 
that all the information received from participants would be, at all times, held and 
processed in the strictest confidence and in accordance with the Data Protection Act 
(1998). With regard to the possible psychological consequences of participation, 
and in order to ensure that the participants were not left distressed following 
completion of the pre-and post-therapy questionnaire, the participants’ assigned 
therapists had been informed in advance.
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Ethical approval was obtained from the University of Surrey Advisory Committee 
on Ethics (see Appendix H).
Data Analysis
Multiple regression analyses were used to investigate the relationship between ethnic 
match and the three dependent variables (the BSI, WAI, CERS). The participants’ 
demographic characteristics (e.g. age and gender), length of therapy, and pre-therapy 
BSI scores were included in the analyses to explore their potential influence as 
covariates. Pearson correlation coefficients were performed for the entire sample to 
explore the relationship between the three dependent variables, and independent- 
samples t-tests were used to evaluate the difference between the means of the two 
groups.
144
Results
Participants’ Background Information
Table 1 summarises background information of the 100 participants that were 
included in the analysis.
Table 1: Summary of Participants’ Background Information
Variable
Ethnicity 
Matched Non-matched 
Group (N=50) Group (N=50)
Age (years) N % N %
30-40 41 (82) 33 (66)
41-50 9 (18) 17 (34)
Gender
Female 26 (52) 27 (54)
Male 24 (48) 23 (46)
Length of Therapy (weeks)
6 21 (42) 18 (36)
8 - - 1 (02)
10 7 (14) 7 (14)
12 22 (44) 24 (48)
Ethnicity
Asian or Asian-British:
Indian 14 (28) 17 (34)
Pakistani 9 (18) 7 (14)
Bangladeshi 7 (14) 3 (06)
Sri Lankan - - 2 (04)
Middle-Eastern 2 (04) 6 (12)
Black or Black-British:
Black-African 7 (14) 8 (16)
Black-Caribbean 11 (22) 7 (14)
As can be seen in Table 1, in both groups the majority of clients were between 30 
and 40 years of age, female, were in therapy for 12 weeks and described themselves 
as Indian.
The matched group was significantly younger than the non-matched group, with 
82% of the participants aged between 30-40 years, in comparison to 66% of the non­
matched group. In both groups Indian participants outnumbered other ethnic
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minority groups (28% of the matched, and 34% of the non-matched group). 
However, with respect to ethnicity of the participants, the non-matched group was 
more varied and more spread out than the matched group. In this group, the 
percentage of participants describing themselves as Pakistani, Black-African and 
Black-Caribbean formed 14%, 16% and 14% of the group, respectively.
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Descriptive and Univariate Analyses
Means and standard deviations (SD) of all variables in both groups are presented in 
Table 2.
Table 2: Summary of Descriptive Statistics
Variable
Ethnicity
Matched Non-matched 
Group (N=50) Group (N=50)
Age (years)
Mean 35.60 37.50*
SD 4.01 4.79
Range 15 19
Median 35.50 36
Skewness 0.36 0.46
Kurtosis -0.74 -0.54
Length of Therapy (weeks)
Mean 9.20 9.48
SD 2.82 2.76
Range 6 6
Median 10 10
Skewness -0.19 -0.37
Kurtosis -0.94 -0.76
BSI Pre-therapy
Mean 2.17 2.20
SD 0.41 0.38
Range 1.45 1.45
Median 2.09 2.09
Skewness 0.54 0.34
Kurtosis -0.79 -0.90
BSI Post-therapy
Mean 0.80 1.26**
SD 0.31 0.30
Range 1.56 1.47
Median 0.78 1.19
Skewness 0.79 0.84
Kurtosis 0.98 0.98
WAI
Mean 65.52 34.80**
SD 8.74 7.47
Range 29 33
Median 68 35
Skewness -0.40 -0.24
Kurtosis -0.85 -0.29
CERS
Mean 58.16 32.58**
SD 6.84 7.25
Range 28 35
Median 59.50 33.50
Skewness -0.48 -0.01
Kurtosis -0.35 0.75
* p<0.05 **p<0.001
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As shown in Table 2, the mean age of participants in the non-matched group was 
significantly higher than that of the matched group (t = 2.15, p<0.05). The post- 
therapy BSI, WAI and CERS scores of participants in the matched group were 
significantly higher than those of participants in the non-matched group (BSI post­
therapy, t = 7.47, pO.OOl; WAI, t = 18.89, p<0.001; CERS, t = 18.14, p<0.001).
All Skewness and Kurtosis statistics were less than 1, indicating that distribution of 
variables did not depart significantly from a normal distribution1.
Multivariate Analyses
Multiple regression analyses were employed to examine the relationship between 
ethnicity match of the client and the therapist and three dependent variables (BSI, 
WAI and CERS). Participants’ characteristics (age, gender, length of therapy, pre- 
therapy BSI scores) were also included as covariates in the regression analyses to 
account for any potential effect these variables may have on the relationship between 
the dependent variables and matching. This analysis was performed using SPSS 
(V.11.5).
A multiple regression analysis was conducted to investigate the hypothesis that 
ethnically matched therapeutic dyads would result in significantly higher ratings of 
therapeutic outcome as measured by the outcome variable, the BSI (the Global 
Severity Index), than non-matched dyads. To determine the effects of ethnic 
matching on outcomes, the post-therapy BSI score was used as the dependent 
variable. Since the pre-therapy BSI score was used as one of the predictor variables, 
the post-therapy score could be used as an indicator of improvement. The results of 
this analysis indicated that ethnic matching was a significant predictor of outcome 
(Adjusted R2 = .40, F (5,94) = 14.39, p<0.001). Pre-therapy BSI scores were also a 
significant predictor of outcome (p<0.01).
A multiple regression analysis was conducted to examine the hypothesis that 
ethnically matched therapeutic dyads would result in significantly higher ratings of 
working alliance as measured by the process variable, the WAI (the Bond subscale),
1 Tabachnick and Fidell (1996) argue that when Skewness and Kurtosis values are less than +/-1 this
is an indication that the variables are normally distributed.
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than non-matched dyads. The results of this analysis indicated that among all the 
variables analysed (age, gender, length of therapy and ethnic matching), ethnic 
matching was the sole predictor of working alliance (Adjusted R2= .78, F (4,95) = 
88.46, p<0.001).
A multiple regression analysis was conducted to investigate the hypothesis that 
ethnically matched therapeutic dyads would result in significantly higher ratings of 
therapist credibility as measured by the process variable, the CERS, than non- 
matched dyads. The results of this analysis indicated that among all the variables 
analysed (age, gender, length of therapy and ethnic matching), ethnic matching was 
the sole predictor of perceived therapist credibility, (Adjusted R2= .76, F (4,95) =
81.20, p<0.001).
The strong relationships between working alliance and ethnic matching, and 
perceived therapist credibility and ethnic matching, contributed to the larger 
Adjusted R2 value for the models in the working alliance score (Adjusted R2= .78) 
and perceived therapist credibility (Adjusted R2= .76), as compared with the 
Adjusted R2 value for the model in post-therapy Brief Symptom Inventory score 
(Adjusted R2= .40). These results indicate that, in this study, ethnic matching was a 
stronger predictor of working alliance and perceived therapist credibility than of 
outcome.
As hypothesised, ethnic matching was a significant predictor of treatment outcome 
and the sole predictor of working alliance and perceived therapist credibility, 
irrespective of intervening variables such as age, gender and length of therapy. The 
effects of ethnic matching on covariates predicting post-therapy BSI, WAI and 
CERS scores are presented in Table 3.
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Table 3: Estimated Effect for Ethnic Matching and Covariates Predicting Post­
therapy BSI, Working Alliance and Perceived Counsellor Effectiveness Scales 
Scores
Variable Standardised Beta 
Weight
Post-Therapy BSI
Age -.08
Sex .08
BSI pre-therapy .24*
Length of therapy -.12
Ethnic matching -.62 **
Adjusted R2 value .40oor-HII£
Working Alliance Inventory
Age .06
Sex -.01
Length of therapy -.03
Ethnic matching Q Q  **
r j
Adjusted R value .78oOII&
Counsellor Effectiveness Rating Scale
Age .03
Sex .04
Length of therapy .03
Ethnic matching
Adjusted R2 value .76oo1—
*,
II£
* p<0.01 **p<0.001
Pearson correlation coefficients were performed for the entire sample to explore the 
relationship between the three dependent variables. The correlation between the 
post-BSI and WAI scales was significant (r = -.66, p<0.001). The correlation 
between the post-BSI and CERS scales was also significant (r = -.65, p<0.001). 
There was a significant and strong correlation between the WAI and CERS scales (r 
= .94, p<0.001).
Discussion
This study primarily sought to build on previous research and examine the effects of 
ethnic matching on process and outcome of therapy over time with actual clients
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amongst various ethnic minority groups residing in the UK. Secondly, it aimed to 
explore the effects of intervening variables such as age, gender, length of therapy 
and pre-therapy level of distress that might be related to and confounded with 
ethnicity (Sue, Fujino, Hu, Takeuchi & Zane, 1991; Flaskerud, 1991; Flaskerud & 
Liu, 1990; Farsimadan, 2002). To date, this is the only study to examine the effect 
of ethnic matching on both the therapeutic process and outcome within naturalistic 
settings amongst various ethnic minority groups residing in the UK.
The findings of this study support the beneficial effects of ethnic matching on all 
three dependent variables examined: working alliance, perceived therapist credibility 
and treatment outcome. Various types of multiple regression analyses were 
performed to investigate the relationship between ethnic matching and three 
dependent variables (BSI, WAI, CERS) and variables such as pre-therapy BSI score 
(or client’s initial level of distress), length of treatment and client’s age and gender. 
The present study found that ethnic matching was a significant predictor of 
therapeutic outcome and the sole predictor of working alliance and perceived 
therapist credibility among ethnic minority clients included in the study.
The current study has a high response rate (73%), which might be related to the 
participants feeling an obligation to their therapist to take part in the study. With 
regard to non-responders and those who dropped out of therapy, since the study was 
anonymous, it was impossible to obtain data on individual client’s reason/s. The 
information ascertained from the therapists suggested that among non-responders, 
pre-therapy distress level, type of presenting problem, and/or feelings of discomfort 
in disclosing personal information for research purposes may have contributed to 
their decision not to take part in the study. It was equally difficult, if not impossible, 
to obtain data on individual clients’ reason/s for dropping out of therapy. Pre­
therapy distress level, therapist’s approach and language, gender and age differences 
between the therapist and client may have contributed to dropout rates in both 
groups. Ethnic matching may have hastened participants’ recovery in therapy, or 
conversely, led to the premature termination of their therapy. On the other hand, in 
the non-matched group, ethnic dissimiliarity between the therapist and client may 
have been the cause of the participants’ premature termination of therapy, or 
conversely, the pair may have been matched in some respects (e.g. same religion).
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Another possible scenario is that in the matched group a higher number of the 
unhappy clients discontinued therapy owing to dissatisfaction with their therapist in 
comparison to the unhappy clients in the non-matched group or vice versa. In order 
to control for the length of therapy, the study included length of therapy as a 
covariate in the analyses to explore its potential influence on the variables examined. 
The findings indicated that there was no significant difference between the two 
groups’ length of therapy (see Table 2). However, participants in the matched group 
scored significantly higher on the BSI, WAI, CERS, than those in the non-matched 
group, indicating an ethnic similarity effect for the matched group.
Furthermore, in order to prevent interference with the purpose of the study, the 
therapists had been informed not to prompt the participants to ethnicity and ethnic 
matching prior to the completion of their questionnaires. However, it was felt that 
the participants needed to be informed of the more specific purpose of the study and 
to have the opportunity to withdraw their results from the study if they wished. 
Since the study was anonymous and the therapists were the only points of contact 
with the participants, it was decided that following the completion of the post­
therapy measures at the last session, the therapists would inform the participants of 
the above. The completion of the post-therapy measures at the last session, which 
was unavoidable owing to the design of the study and its consideration for ethical 
issues, may have influenced the participants’ responses and led to more favourable 
ratings.
There are other methodological limitations that might have had an influence on the 
findings of this study, which need consideration for future research purposes. Firstly, 
the participants in both groups were predominantly of Indian origin. Within-group 
cultural differences relating to stigmatisation of mental illness leading to under­
utilisation of therapeutic services by some ethnic minority groups may have led to a 
bias in sampling. In addition, although the participants in the matched group were 
significantly younger than the participants in the non-matched group, age was not a 
significant predictor in the dependent variables examined. The findings of the 
present study seem to indicate that young and fairly acculturated Indian clients are 
more receptive to seeking psychological and therapeutic help and gain from therapy 
when matched with an ethnically similar therapist, than older Indian clients, and
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clients from other ethnic groups residing in the UK. Further research with a larger 
and more representative sample is needed to explore the generalisability of the 
results.
Secondly, the present study overlooks the effects of intervening variables such as 
socio-economic status, education level, type of presenting problem, and previous 
experience in therapy. These variables have been found to interact with ethnicity 
and influence therapeutic process and outcome (Sue, Zane & Young, 1994). 
However, the study’s small sample size and the type of statistical analyses2 suitable 
to test the proposed hypotheses did not allow the researcher to examine the effects of 
such intervening variables. Future research might benefit from taking into account 
and assessing the effects of the above variables with ethnicity by recruiting a larger 
sample.
Thirdly, while the CERS has been widely used with ethnic minority clients and 
appears to be the most reliable and validated measure of the relationship variables of 
expertness, trustworthiness and attractiveness among ethnic minority clients 
(Atkinson, Maruyama & Matsui, 1978; Atkinson & Matsushita, 1991; Gim, 
Atkinson & Kim, 1991; Ruelas, Atkinson & Ramos-Sanchez, 1998), the WAI has 
not. However, given the magnitude of the correlations between the two scales, the 
findings of the current study appear to indicate that the WAI may be an equally valid 
and reliable measure of process among ethnic minority groups. Nevertheless, the 
findings of this study are limited to the Bond subscale of the WAI. Future research 
would benefit from evaluating the task and goal subscales of the WAI among this 
client group.
Finally, questions may arise with regard to the extent of ethnically matched or mis­
matched therapeutic dyads in the study. While employing perfectly matched and 
mis-matched dyads would have made the conclusions more plausible, in reality this 
seems a difficult, if not an impossible task. As Laungani (1999) notes, for practical 
and resource-related reasons, it may not be possible to institute a perfect ethnically
2 To use multiple regression, Tabachnick and Fidell (1996) propose the following rules to detect 
medium-sized relationships (R2~ 0.15) with a = 0.05 and a power of 0.80. N > 50 + 8m (m is the 
number of predictors).
153
matched therapeutic dyad. Nevertheless, even if perfect matched or mis-matched 
dyads had been achieved under strict conditions in this study, the generalisability of 
its findings would have been questionable.
Despite its limitations, the results of this study are very encouraging with respect to 
the important service that ethnic minority therapeutic services provide for ethnic 
minority populations. Firstly, in accordance with previous research (Sue et al. 1991; 
Yeh, Takeuchi & Sue, 1994; Yeh, Eastman & Cheung, 1994), this study provides 
evidence that ethnically similar therapeutic dyads are associated with positive 
therapeutic outcome. Secondly, with respect to the impact of ethnic similarity on 
perceived therapist credibility, the results of this study are in accordance with 
numerous analogue studies examining the relationship between ethnic similarity of 
therapist and client and therapist perceived credibility (Akustu, Lin & Zane, 1990; 
Atkinson & Matsushita, 1991; Gim, Atkinson & Kim, 1991).
The results of the current study suggest a strong relationship between ethnic 
matching and working alliance and perceived therapist credibility, indicating that 
ethnic similarity influences both the quality of working alliance between client and 
therapist and perceptions of therapist credibility. One explanation for such a 
magnitude of impact could be that having a therapist with whom the client shared a 
similar cultural/ethnic background may have eased the establishment of rapport and 
facilitated empathic understanding. The development of trust between the therapist 
and the client may in turn have enhanced the perception of therapist credibility 
(attractiveness, trustworthiness and expertness) and strengthened the therapeutic 
bond and alliance. Thus, it would appear that ethnically similar therapeutic dyads 
may have had an advantage in enhancing perceived therapist credibility and 
establishing the working alliance, which then brought about better therapeutic 
outcomes.
Although the current study yielded a strong correlation between the working alliance 
and perceived therapist credibility, and found ethnic matching to be the sole 
predictor of the two, it is interesting that the same magnitude of correlation was not 
yielded between these process variables and the treatment outcome as measured by 
the BSI. It could be argued that although perceived physical similarity (e.g. race)
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and shared beliefs and experiences strengthen the perception of therapist credibility 
and therapeutic bond and alliance, and thus influence the interpersonal interaction, 
they may not influence therapeutic outcomes as strongly. Within-group differences 
relating to conceptualisation of emotional/psychological distress could account for 
some of the discrepancies in this study’s findings.
Of the covariates studied (age, gender, pre-therapy level of distress and length of 
therapy) none showed a significant effect on the two process variables examined, 
and only one showed a significant effect on the outcome variable examined. In 
accordance with previous research (Sue et al., 1991, Yeh et al., 1994, Yeh et al.,
1994), the current study found that as well as ethnic matching, a higher pre-therapy 
distress level was a significant predictor of outcome. This study found that 
participants with high pre-therapy distress levels’ as measured by the BSI, tended to 
have more positive therapeutic outcomes than did those with low pre-therapy 
distress levels.
Another interesting finding of this study is the relationship between the Bond 
subscale of the WAI and the CERS scale. The high correlation between the two 
scales (r = 0.94) appears to indicate that the Bond subscale of the WAI and the 
CERS are measuring similar and/or identical constructs. Future research needs to 
examine the working alliance (Bordin, 1975, 1976, 1980) and perceived therapist 
credibility (Strong, 1968) concepts in relation to ethnicity.
With regard to practical implications, the current study provides strong support for 
the recruitment and training of more ethnic minority counselling psychologists and 
other therapeutic practitioners to serve ethnic minority populations. Large-scale 
global migration is rapidly changing the face of the Western society. Given the 
increasingly multi-ethnic nature of our society, counselling psychology and 
psychotherapeutic services need to be prepared to meet the cultural needs of ethnic 
clients. One such need, as ethnic matching literature suggests, is access to ethnically 
similar therapists (Sue, 1988; Farsimadan, 2001). Contrasting with this view is 
Patterson’s (1978) ‘culture-blind’ position to therapy, which seems to confuse our 
role as therapists and the purpose of therapy. Should we really attempt to change the 
culture of our clients, or help reduce their distress? As Sue (1988) notes, ideally
155
clients should have freedom of choice in the selection of therapists and should have 
access to therapists of their choosing (e.g. feminist, gay, lesbian therapists). The 
question that arises here is why culture/ethnicity should be treated any differently 
and why ethnic minority clients’ wishes in therapy should not be met.
However, ethnic minority counselling psychologists trainees and trainers are 
currently poorly represented amongst the profession in Britain. Rowson, Whitehead 
and Luthra (1999) suggest that to redress such an imbalance of supply and demand 
would require a great deal of determination and commitment from those involved in 
recruiting and training ethnic minority therapeutic practitioners. Since rectifying 
such an imbalance may not be possible, due to the unproportionality of ethnic 
minority groups within the majority culture and the lack of an available option in the 
short term, designing training courses and programmes that would move trainees 
from ‘knowing that’ cultural differences exist, to helping them ‘know how7 to 
conduct therapy with ethnic minority clients (McRae and Johnson, 1991) is an 
alternative.
At present, few counselling psychology training programmes within the UK offer 
modules in ethnicity or cultural issues. As Palmer (1999) argues, in Britain, 
practitioners who are interested in working with culturally diverse clients have to 
attend specific workshops or read appropriate literature, whereas our American 
counterparts are privileged insofar as 98% of doctoral programmes in counselling 
psychology are reported to include a course on multiculturism (Kiselica, 1998);
Counselling psychology and mental health policy makers in Britain need to place a 
greater emphasis on ethnic/cultural issues and be more responsive to the needs of 
ethnic minority populations and the recommendations of researchers and 
practitioners advocating changes in the mental health system.
In light of the current study’s findings, the following are recommended: (a) the 
development and improvement of ethnic minority psychological and therapeutic 
services, (b) the training and recruitment of ethnic counselling psychologists and 
other ethnic therapeutic practitioners into the mental health field, (c) the adjustment 
of mainstream psychological and therapeutic services to become more responsive to
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the needs of ethnic populations, (d) the continuing education of counselling 
psychologists and other therapeutic practitioners from the majority culture on 
ethnic/cultural issues through seminars, workshops and lectures, and (e) the design 
of cross-cultural training programmes for trainees from the majority culture.
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R e f l e c t io n s  o f  t h e  R e s e a r c h e r  on  t h e  R e s e a r c h  E ndeavours
My interest in the area stems from my personal and professional experiences as an 
ethnic minority woman residing in UK, and as an ethnic trainee counselling 
psychologist working with ethnic minority clients. The inspiration for the current 
study can be traced back to 1998, when I carried out a quantitative research project 
as part of my final year undergraduate dissertation at a London university. The 
study examined the acculturation of Iranian immigrants to British culture based on 
their sex, age, age at departure from Iran and length of residence in the UK. The 
findings suggested that Iranian men were more acculturated and less stressed than 
Iranian women. However, they tended to hold more traditional views concerning the 
role of women. Across the entire sample, acculturation was negatively related to age 
and acculturative stress, and positively correlated with length of residence in the UK. 
This study drew attention to acculturative stress experienced by this and similar 
ethnic groups during the process of acculturation.
Later that year, I started a Post-Graduate Diploma course at another London 
university, as part one of the BPS Diploma in counselling psychology. In 
conjunction with the course, I started my therapeutic work with clients, a large 
proportion of whom were ethnic minority clients, including Iranians. This 
broadened my interest in the area and I was drawn to the ethnic matching literature. 
As a result, I reviewed the ethnic matching research on the effects of ethnically 
similar therapeutic dyads on therapeutic process and outcome. As part of my 
doctoral studies and in order to follow up the issues raised in my review, in 
particular the absence of non-analogue qualitative research with ethnic minority 
clients, I conducted a research project exploring clients’ experiences of therapy in 
ethnically similar therapeutic dyads. I feel that my ethnic background influenced the 
process of research in many ways. With regard to the process of recruiting 
participants, personal and professional contacts with various voluntary agencies 
working with ethnic minority clients proved valuable. With respect to the data 
collection process, my ethnic origin was an advantage and seemed to have made it 
easier firstly to obtain the participants’ initial consent and secondly, to smooth the 
interviewing process, as I was perceived as less of an outsider. In addition, I believe 
that being of an ethnic minority myself, and having worked therapeutically with this
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client group for four years, has strengthened my position as an ‘insider’, enabling me 
to attend better to participants’ subjective experiences, cognitions and meanings. 
This has helped me to engage with the data at a deeper level, enabling me to make 
better sense of the participants’ world and experiences in therapy when exposed to 
ethnically similar therapists.
Throughout the process of interviewing and data analysis, I was conscious and 
concerned about the impact of my ethnicity on the participants’ views and my own 
interpretations of the data. This was especially the case during the interviewing 
process. Although I took necessary precautionary measures to avoid influencing the 
participants’ accounts and recall, unconscious cultural communications between the 
participants and myself may have influenced the findings.
The premise for the quantitative study stems from my research over the past year 
and the interviews I conducted with ethnic minority clients who had been exposed to 
ethnically similar therapists, as well as the wealth of information and insight 
provided by these clients’ experiences in therapy. Although I had felt that I had 
represented these clients’ subjective perceptions and personal accounts of their 
experiences in therapy, I had concerns about the following issues: firstly, how 
representative these experiences were of the experiences of various ethnic minority 
clients residing in Britain today and secondly, whether my being of an ethnic 
minority had influenced the participants’ views, an issue that does not normally 
factor into a quantitative study.
In comparison to qualitative research, I envisaged that conducting quantitative 
research would leave me somewhat detached from the data. However, my research 
endeavour turned out to be more interesting and lively than I had imagined. 
Following the process of making contact with each of the voluntary agencies 
working with ethnic minority clients, I was invited to attend meetings with the 
service managers and the therapists involved to discuss the nature and purpose of my 
current research and the findings of my previous year’s research. I found these 
meetings exciting and informative as well as challenging. I was excited to share my 
findings with other ethnic practitioners who were interested in the empirical research 
on the topic and who were, like myself, passionate and enthusiastic about getting
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involved in a piece of research that could improve the state of our mental health 
system and the delivery of services to ethnic minority groups. I found the process of 
exchanging views, ideas and experiences informative, especially with regard to the 
link between research and practice, with the former guiding the latter.
Nevertheless, I initially found sharing my research findings with practitioners, some 
of whom had been working with this client group for years, an anxiety provoking 
and challenging experience. I was conscious of the extent of their therapeutic 
practice and experience with ethnic minority groups, and my own status and 
experience as a trainee counselling psychologist. However, through self-reflection I 
began to acknowledge my five years’ therapeutic experience with ethnic minority 
clients and my knowledge of theory and empirical research on the topic. This, 
together with my personal interest in the field, stemming from my own experiences 
as a member of an ethnic minority population, helped reduce my anxiety about my 
level of therapeutic experience.
I feel that the quantitative research may have been somewhat ambitious in its attempt 
to examine the effect of ethnicity on two process variables and one outcome variable 
within one research endeavour. My ambition may be a reflection of my personal and 
professional experience as an ethnic minority woman living in a White majority 
culture and my consequent desire to tackle as many research questions as possible. 
Some of these questions arose during my personal therapy with an ethnically 
dissimilar therapist. For instance, at times I felt misunderstood owing to my 
therapist’s lack of awareness of cultural issues. At such times, I felt the need to 
explain different aspects of my culture (e.g. gender-role differences within the 
family), and even then I was unsure that I was fully understood. This in turn 
impinged on deeper expression and exploration of issues. Potential lack of cultural 
understanding in an ethnically dissimilar therapist, and its impact on therapeutic 
process and outcome, are discussed by the participants in my qualitative research.
Words cannot express my gratitude and appreciation to those who took part and 
assisted me in my research endeavour, without whom this would never have been 
possible. I hope that its findings might help this client group in therapy. I am
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excited by the research results and would seek in future to build upon these and 
bring the psychological and therapeutic needs of this client group to the fore.
I hope universities and professional bodies in counselling psychology and 
psychotherapy will make a concerted effort to educate/train more ethnic minority 
counselling psychologists in order to meet the needs of ethnic minority clients. 
Although I am aware of the risks that ethnic matching may foster (segregation and 
avoidance), I also believe that adopting a ‘colour-blind’ approach that denies the real 
world in which we live is not the solution, and that clients’ preferences for ethnically 
similar therapists should always be respected and adhered to.
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Demographic Questionnaire
This questionnaire should be completed at your last therapy session.
At this point, I would like to get some background information about yourself, in order 
to see whether there are any similarities or commonalities amongst participants. The 
information that you provide will never be used to identify you in any way as this 
research is entirely confidential. However, if you do not want to answer some of the 
questions, please do not feel that you have to.
1. Are you male or female?.................................................... ...................................
2. How old are you?   years
3. What is your occupation? ........................................................
4. What is your highest educational qualification?............... ........................................
5. What is your nationality? ........................................................
6. How long have you been residing in this country? ............................................
7. What is your ethnic origin? ........................................................
8. What was the ethnicity of your therapist? ...... .................................................
9. Would you say that in terms of ethnicity, you and your therapist were matched?
10. For how long did you see the therapist?
upto 6 weeks 6-12 weeks upto 3 months
Thank you for your time in completing this questionnaire.
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1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
lis questionnaire should be completed before your first therapy session and 
the last session. Two copies of this questionnaire are provided.
Brief Symptom Inventory (BSI)
HOW MUCH ARE YOU DISTRESSED BY:
0 1 2 3 4 Nervousness or shakiness inside
0 1 2 3 4 Faintess or dizziness
0 1 2 3 4 The idea that someone else can control your thoughts
0 1 2 3 4 Feeling others are to blame for most of your troubles
0 1 2 3 4 Trouble remembering things
0 1 2 3 4 Feeling easily annoyed or irritated
0 1 2 3 4 Pains in heart or chest
0 1 2 3 4 Feeling afraid in open spaces or on the streets
0 1 2 3 4 Thoughts of ending your life
0 1 2 3 4 Feeling that most people cannot be trusted
0 1 2 3 4 Poor appetite
0 2 3 4 Suddenly scared for no reason
0 1 2 3 4 Temper outbursts that you could not control
0 1 2 3 4 Feeling lonely even when you are with people
0 1 2 3 4 Feeling blocked in getting things done
0 1 2 3 4 Feeling lonely
0 1 2 3 4 Feeling blue
0 1 2 3 4 Feeling no interest in things
0 1 2 3 4 Feeling fearful
0 1 2 3 4 Your feelings being easily hurt
0 2 3 4 Feeling that people are unfriendly or dislike you
0 1 2 3 4 Feeling inferior to others
0 1 2 3 4 Nausea or upset stomach
0 1 2 3 4 Feeling that you are watched or talked about by others
0 1 2 3 4 Trouble falling asleep
0 1 2 3 4 Having to check and double-check what you do
0 1 2 3 4 Difficulty making decisions
0 1 2 3 4 Feeling afraid to travel on buses, subways, or trains
0 1 2 3 4 Trouble getting your breath
0 1 2 3 4 Hot or cold spells
0 1 2 3 4 Having to avoid certain things, places, or activities 
because they frighten you
0 1 2 3 4 Your mind going black
0 1 2 3 4 Numbness or tingling in parts of your body
0 1 2 . 3 4 The idea that you should be punished for your sins
0 1 2 3 4 Feeling hopeless about the future
0 1 2 3 4 Trouble concentrating
0 1 2 3 4 Feeling weak in parts of your body
0 1 2 3 4 Feeling tense or keyed up
0 1 2 3 4 Thoughts of death or dying
0 1 2 3 4 Having urges to beat, injure, or harm someone
0 1 2 3 4 Having urges to break or smash things
0 1 2 3 4 Feeling very self-conscious with others
/  /W  / H O W  MUCH ARE YOU DISTRESSED BY:
/ € / + '  / 4 ’/ & / ‘&  /  ____________ ________________________
43 0 1 2 3 4 Feeling uneasy in crowds, such as shopping or 
at a movie
44 0 1 2 3 4 Never feeling close to another person
45 0 1 2 3 4 Spells of terror or panic
46 0 1 2 3 4 Getting into frequent arguments
47 0 1 2 3 4 Feeling nervous when you are left alone
48 0 1 2 3 4 Others not giving you proper credit for your 
achievements
49 0 1 2 3 4 Feeling so restless you couldn’t sit still
50 0 1 2 3 4 Feelings of worthlessness
51 0 1 2 3 4 Feeling that people will take advantage of you if 
you let them
52 0 1 2 3 4 Feelings of guilt
53 0 1 2 3 4 The idea that something is wrong with your mind
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Working Alliance Inventory WAI
This questionnaire should be completed after your second or third therapy session.
Below are sentences that describe some of the different ways a person might think or feel 
about his or her therapist. As you read the sentences, mentally insert the name of your 
therapist in place o f ............................ in the text.
If the statement describes the way you always feel (or think) circle the number 7; If it 
never applies to you circle the number 1. Use the numbers in between to describe the 
variations between these extremes. 2? ^ . . c
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1.1 feel uncomfortable with..................... 1 2 3 4 5 6 7
2...................   and I agree about the things 1 2 3 4 5 6 7
I will need to do in therapy to help improve 
my situation.
3 .1 am worried about the outcome of these 1 2 3 4 5 6 7
sessions.
4. What I am doing in therapy gives me new ways 1 2 3 4 5 6 7
of looking at things.
 5........................  and I understand each other. 1 2 3 4 5 6 7
 6........................perceives accurately what my 1 2 3 4 5 6 7
goals are.
7 .1 find what I do in therapy confusing. 1 2 3 4 5 6 7
8.1 believe   likes me. 1 2 3 4 5 6 7
9.1 wish................... and I could clarify the purpose 1 2 3 4 5 6 7
of our sessions.
10.1 disagree w ith about what I ought 1 2 3 4 5 6 7
to get out of therapy.
11.1 believe the tim e ..........  andlare 1 2 3 4 5 6 7
spending together is not spent efficiently.
12...........................does not understand what I am 1 2 3 4 5 6 7
trying to accomplish in therapy.
13.1 am clear on what my responsibilities are in 1 2 3 4 5 6 7
therapy.
14. The goals of these sessions are important to me. 1 2 3 4 5 6 7
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15.1 find what.................. and I are doing in 1 2 3 4 5 6 7
therapy is unrelated to my concerns.
16.1 feel that the things that I want to do in therapy 1 2 3 4 5 6 7
will help me to accomplish the changes.
17.1 believe.................. is genuinely concerned for 1 2 3 4 5 6 7
my welfare.
18.1 am clear as to what. .... ..........wants me to 1 2 3 4 5 6 7
do in the sessions.
19....................... and I respect each other. 1 2 3 4 5 6 7
20.1 feel that................... is not totally honest about 1 2 3 4 5 6 7
his/her feelings towards me.
21.1 am confident in .................... ’ s ability to help 1 2 3 4 5 6 7
me.
22......................and I are working toward mutually 1 2 3 4 5 6 7
agreed upon goals.
23.1 feel that..... ..............appreciates me. 1 2 3 4 5 6 7
24. We agree on what is important for me to work on. 1 2 3 4 5 6 7
25. As a result of these sessions, I am clear as to how 1 2 3 4 5 6 7
I might be able to change.
26.....................and I trust one another. 1 2 3 4 5 6 7
27......................and I have different ideas on what 1 2 3 4 5 6 7
my problems are.
28.My relationship with .................is very 1 2 3 4 5 6 7
important to me.
29.1 have the feeling that if I say or do the wrong 1 2 3 4 5 6 7
things..................... will stop working with me.
30.........................And I collaborate on setting goals 1 2 3 4 5 6 7
for my therapy.
31.1 am frustrated by the things I am doing in 1 2 3 4 5 6 7
therapy.
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32. We have established a good understanding of the 1 2 3 4 5 6 7
kind of changes that would be good for me.
33.The things that.................... is asking me to do 1 2 3 4 5 6 7
don’t make sense.
34.1 don’t know what to expect as a result of my 1 2 3 4 5 6 7
therapy.
35.1 believe the way we are working with my 1 2 3 4 5 . 6 7
problem is correct.
36.1 feel................... cares about me even when I 1 2 3 4 5 6 7
do things that he/she does not approve of.
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Counsellor Effectiveness Rating Scale (CERS) 
This questionnaire should be completed at your last therapy session.
The purpose of this inventory is to measure your perceptions of your counsellor by having 
you react to a number of concepts related to counselling. In completing this inventory, 
please make your judgements on the basis of what the concepts mean to you. For example, 
THE COUNSELLOR’S EXPERTNESS may mean different things to different people but 
we want you to rate the counsellor based on what expertness in counselling means to you. 
In recording your responses, please keep the following important points in mind:
Place your X’s in the middle of the spaces, not on the boundaries.
b. Be sure you check every scale even though you may feel that you have 
insufficient data on which to make a iudgement-please do not omit any.
a.
Never put more than one check mark on a single scale.
Notice that the good and bad scales are reversed every other time.
THE COUNSELLOR’S EXPERTNESS
Good
Bad
Good
Bad
Good
Bad
Good
Bad
Good
Bad
THE COUNSELLOR’S FRIENDLINESS
THE COUNSELLOR’S SINCERITY
THE COUNSELLOR’S COMPETENCE
THE COUNSELLOR’S SKILL
Bad
Good
Bad
Good
Bad
THE COUNSELLOR’S RELIABILITY
Good
THE COUNSELLOR AS SOMEONE I AM WILLING TO SEE 
FOR COUNSELLING IN THE FUTURE
THE COUNSELLOR’S APPROACHABELITY
THE COUNSELLOR’S LIKE ABILITY
THE COUNSELLOR’S TRUSTWORTHINESS
Bad
Good
Bad
Good
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Department of Psychology
Name of Researcher: Farkhondeh Farsimadan
Supervisor: Dr. Riccardo Draghi-Lorenz
Title of Research Project: Effects of ethnically similar 
therapeutic dyads on process and outcome of therapy
Telephone: 01483 879 176
Dear [Name of Manager of the Service/ 
Therapist],
University
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
School of
Human
S c ie n c es
I am a third year trainee on the Practitioner Doctorate in Psychotherapeutic and 
Counselling Psychology at the University of Surrey. As a part of this course, last year I 
carried out a research project which looked at the experiences of a group of ethnic 
minority clients who had been exposed to ethnically matched therapists. Following on 
from this research I would like to build on my findings. The research project will be 
supervised by Dr. Riccardo Draghi-Lorenz, a lecturer on the above course in the 
Department of Psychology. -
The aim of this research is to examine the effects of ethnically similar therapeutic dyads 
on therapeutic process and outcome amongst various ethnic minority groups residing in 
the UK. In addition, this study aims to explore the effects of intervening variables such 
as age, gender, pre-therapy stress level, length of therapy, that interact with ethnicity and 
may influence therapeutic process and outcome in an ethnically matched therapeutic 
dyad. It is hoped that an evaluation of therapeutic process and outcome in ethnically 
similar therapeutic dyads would enable counselling psychology/ psychologists, other 
therapeutic practitioners/services and mental health policy makers to recognise the need 
for the recruitment and training of ethnic counselling psychologists and other therapeutic 
practitioners in the UK.
Participation in this study entails to ask participants to fill out questionnaires about their 
level of distress, as measured by the Brief Symptom Inventory (BSI), their perceptions of 
therapeutic alliance as measured by the Working Alliance Inventory (WAI), and their 
ratings of therapist credibility as measured by the Counsellor Effective Rating Scale 
(CERS). The Information Sheet for Participants explains the protocol and details how to 
complete the measures.
This study is anonymous and voluntary, thus the right to non-participation and the right 
to withdraw from the study at any time should be emphasised to prospective participants. 
All the information received from participants will be, at all times, held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998).
To avoid interfering with the purpose of the study and influencing the participants’ 
ratings, the participants have been informed that the study aims to assess the process and 
outcome of their therapy. Care should be taken not to prompt them to issues of ethnicity
and ethnic matching. Following the completion of the questionnaires at the last session, 
the participants should be informed of the more specific purpose of the study, the reason 
why this had not been disclosed before, and that they could withdraw their results from 
the study if they wish without having to justify their reason/s for doing so.
The research report will be submitted to the University of Surrey as my third year 
research report. A copy of the report will be available on request. The project has been 
approved by the University of Surrey Advisory Committee on Ethics.
If you have any questions regarding this letter or any aspect of this study, please do not 
hesitate to contact Dr. Riccardo Draghi-Lorenz or myself at the above University 
address.
I look forward to hearing from you.
Yours sincerely,
Farkhondeh Farsimadan 
Trainee Counselling Psychologist
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